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‘OMNI-VITA’ Spherettes 
A pleasant tasting, chewable multivitamin preparation 


Omwi-Vita* Spherettes provide all the essential vitamins, A, D, C, B,, 
By, Be, Big, and Panthenol in small, flavorful, candy-like Spherettes. 
Omni-Vita* Sphezettes can be chewed which favors more prompt and 
complete absorption of their vitamin components. Children, especially, 
but many adults as well, who cannot take vitamins in oils, dropa, fishy- 
tasting liquids, capsules or tablets like chewable, good-tasting, inexpen- 
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3 “The preferable way to prescribe vitamins” 
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Kimble“ 


NORMAX” * Burette No. 17031, 100 ml; Kimble 


“wormax’ * Precision Graduated Cylinder No. 20026, 250 ml; 


Kimble“ 


woamax” Volumetric Flask No. 28017, 250 ml. 


Scientists and glass weapons keep Ameri¢a strong 


WHEN THE CHIPS ARE DOWN, the quality of 
food, clothing, weapons and equipment 
can spell disaster or victory. 

Today, as America builds her defenses, 
thousands of scientists and their many in- 
tricate glass weapons—precision iistru- 
ments—are needed to check the quality 
of this material before it goes overseas. 
And, too, new clothes, new weapons, new 


foods and new equipment must come from 
research laboratories to keep pace with 
the changing exigencies of world condi- 
tions. Kimble is humbly proud to con- 
tribute to our national defense, and is de- 
termined to keep American scientists 
armed with whatever glass weapons they 
need to de the work that will some day 


bring real and lasting peace. 
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RELIABLE ADVERTISEMENTS 


EXECUTIVE STAFF 


Keith A. Fitch 
Executive Director 


A highly qualified Sani- 
tarian who has been 
prominently identified 
with the U. 8. Food and 
Drug Administration, 
the California Bureau of 
Food and Drug Inspec- 
tions and Standard 
Brands, Inc. 


in public health and 
sanitation for 18 years. 


lications in the field of 
sanitation. 


Advisory Boord 
tional policies of 
the Institute will be 
by an - 
pendent board of 
advisors consisting of 
individuals who are 
authorities in 
sanitation. These men 
have been selected to 
serve in this advisory ca- 
pacity to insure that the 
professional objectives of 
the Institute are achieved 
in its operations. 


e invite you 
fo use the 
Professional Services 
of the 


Orkin oF 


@ We offer you complete consultive and 
inspectional sanitation services for all 
types of industry, A service designed | 
to meet your demands for quality con- __ 
trol. Microbiological, chemical, becteri- 
ological laboratory services are avail- 
able. Write for information concerning 
our sanitation training program specifi- 
cally designed for your employees. 


Advancing Sanitation 
Across the Nation 


713 West Peachtree Atlanta, Georgia 


OPERATING 
STAFF 


Specialists in 
Sanitary Engineering 
Entomology 
Bacteriology 
Chemical Engineering 
Dairy Science 
Industrial Engineering 
Industrial Pest Contro! 
Industria! Fumigation 
Plant Pathology 


U. & Food and Drug 
Administration 
U. & Bureau of Ento- 
mology and Piant 
Quarantine 
U. & Fish and Wildlife 
tee 


oF IypusTRiAL SANITATION 
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RELIABLE ADVERTISEMENTS 


Do Careless Servers 
Ignore Sanitary 
Requirements? | 


Existence of adequate sanitizing 
equipment doesn’t assure complete 
compliance in any vlace of public 
refreshment. Management must depend 
upon cooperation of personnel, often in- 
competent and careless. 

Public knowledge of these facts makes 
OWD Ritespoon service gratefully ap- 
preciated by the public. OWD Ritespoon 
embodies the practical utility of metal 
ware but one use so alters its appearance 
and utility that it cannot be served a 
second time. May we send you sam- 

The only single service spoon made of Pa 
selected northern hardwood with the a 


true shape and full bow! capacity of 

meta! ware. Strong, rigid, tasteless, 

odorless, smovth, perfect in shape and 

finish. Four sizes meeting every food 

service need, and OWD Ritefork. In 

bulk cartons and cellophane over- 
pped 10 cent packag 
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Why Not Be SURE Youre Getting 
EXPLOSION-SAFE Equipment? 


GOMCO Explosion-proof Suction and 
Suction and Ether Units Nos. 910 and 
911 Bear this Seal. 


ote your all-important assurance of ae 
the operating room! Gomco 
Nos. 910 and 911 are listed by Underwriters’ 
Laboratories, Inc. for use in at- 
mospheres containing ethyl-ether 
vapors (Class 1, Group C). Both 
units bear CSA approval No. 
9253. Don't leave explosion- 
safety or performance to chance 
‘—specify Gomco to your dealer. 


GOMCO No. 91! Port- 
able Explosion - Proof 
Suction Unit 


"SURGICAL corP. 


S334H E FERRY STREET BUFFALO 11, N Y- 
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RELIABLE ADVERTISEMENTS 


= (Crucial Points in Bacterial Control 
of Canco Milk Containers) 


Paper is fed fro,n rolls into the printing 
press where both outer edges of the stock 
are trimmed. The first and last layers, or 
exposed sections of the roll, also are re- 
moved and discarded. (See Step #3, chart 
below.) 


American Can Company has strict specifica- after production. These sanitary precautions 
tions for the manufacture and handling of milk maintain what has been termed a high stand- 
container stock. Routine bacterial tests are _—_ ard of cleanliness. (1) 
made on finished paper samples immediately (1) The Milk Dealer, 4-39. 


FLOW CHART 


; Canco Paper Milk 
ey ‘ano vevinc, [od 
Processes TEMPERATURES DISCARDED & 
steps. All paper is coo 
checked for bacterial 
count before use at by 
SEALED 
‘ 


CANCO 
BACTERIOLOGICAL 
CONTROL 


American Can Company 


NEW YORK + CHICAGO + SAN FRANCISCO + HAMILTON, CANADA 
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An important advance in wound therapy 


Aureomycin Dressing of Davis & Geck is an entirely new dressing for 
wounds such as burns, skin graft donor sites, abrasions, ulcers, surgical 
incisions and wherever a non-adherent dres~“ng with antibiotic action is 


indicated. 


The prime objective in the treatment of wounds is ear closure. Infec- 
tion in wounds delays healing. Systemic administration — antibiotics may 
not reach localized infections. Aureomycin Dressing provides, where it is 
needed, a high local concentration of wide-spectrum aureomycin, effective 
against both Gram-positive and Gram-negative organisms. 
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Advantages: 


1. Broad-spectrum—Aureomycin Dressing 
concentrates locally the antibiotic which is 
now recognized as the most versatile yet dis- 
covered, with a wider range of activity 
against both Gram-positive and Gram-nega- 
tive organisms than any other known 
remedy. 

2. Prevents infection —Water absorbent 
ointment releases aureomycin suppressing 
growth of susceptible organisms already 
present and controlling spread of possible 
subsequent contamination. 

3. Non-adherent and non-macerating—Mini- 
mizes abrasion of healing wounds and 
avoids trapping of moisture conducive to 
bacterial 

4. Promotes healing—It does not interfere 
with healing, as do many chemical antisep- 
tics. Where infection is controlled, healing 
is faster. 

5. Non-toxic — Reactions to Aureomycin 
Dressing have so far not been observed. 

6. Economical—Shorter period of disability 
means a saving in expense and hospital time. 
Aureomycin Dressing may be used wher- 
ever a non-adhering dressing with antibac- 
terial action is indi 


Also new Aureomycin Packing— 


e To pack abscess cavities 
(breast, perirectal, sup- 
purative adenitis) after 
incision and drainage. 

@ To keep infected or con- 
taminated wounds open, 
until infection is control (empyema, 
acute chol itis, local peritonitis, osteo- 
myelitis, boils, paronychias, and traumatic 
wounds). 

e For hemostasis. 

In clinical trials a variety of infected lesions 
healed promptly after drainage and repeated 
packing. Traumatic wounds pack w 
with Aureomycin Packing remained free 
from infection ard healed after delayed pri- 
mary closure. 


Packa mg: Aureomycin Dressing is an 

8” x 12” gauze dressing of close mesh im- 
nated with 16 Gms. of 2% aureomycin 

ydrochloride ointment. In each dressing 
there are 320 mg. of crystalline aureomycin 

hydrochloride. 

Aureomycin Packing is double selvage-edge 
auze, in ¥” x 24” and 1” x 36” strips. 

ram of gauze is impregnated with 4 

mg. of aureomycin in stable form. 

Available through D@G's surgical supply dealers 
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A. P.H. A. BOOKS 


PAPERS OF HAVEN EMER- 


Published on the ceneee of his Seventy-Fifth Birth- 
day by the W. K. Kellogg Foundation. 1949 


rs selected from a bibliography 
light many facets of his versa- 
tile career and hard- 
headed ‘New England practicality.""—Charles E. 


REPORT OF THE SANITARY COM- 
— OF MASSACHUSETTS, 
By Lemuel Shattuck and others. 1948 
oa Republished for the first time since 1850, this should 


public 


required reading in ever graduate course of 


health in Nerth America.""—Reginald M. Atwater 


DIAGNOSTIC PROCEDURES FOR Vi- 
RUS AND RICKETTSIAL DISEASES 


the authority that comes from ex 


THE CONTROL OF COMMUNICABLE 
DISEASES IN MAN 

7th edition. 1950 


by an 
Contains @ mass of invaluable, easily located, concrete, 
ceacise and pertinent information. Should be in the 


whose work is related te the control 
of diseases. ''—Geoffrey 


Edsall 
40¢ each; $30 per 100 


BASIC PRINCIPLES OF HEALTHFUL 
HOUSING 


AN APPRAISAL METHOD FOR MEAS- 
URING THE QUALITY OF HOUS- 
ING: A YARDSTICK FOR HEALTH 
OFFICERS, HOUSING OFFICIALS 
AND PLANNERS 


This introductory volume is 
making official. I? tells how practical housing programs 
can eu shaped from an objective survey. 


Part Il. Appraisal of Dwelling Conditions (1946) 


Thr: te Is 

to the local, survey director, the Bela. crew aad the 

staff cl a dwelling survey. 

Part \il. Appraisal of Neighborhood Environment 
(1950) $3.00 

Similar tasfoastions are given for measuring the physical 


STANDARD METHODS FOR THE EX- 
AMINATION OF DAIRY PRODUCTS 


9th edition. 1948 

“Many over « refer. 
ence and are | benefit de 
tailed and complete index . . . “introduction of new 
methods are worthy contributions . absence of highly 
technical terms . . . elimination of Tepetition makes the 
edition superior to others.""—O. 


STANDARD METHODS FOR THE EX- 
AMINATION OF WATER AND 
SEWAGE 

9th edition. 1948 

“The material in this laboratory for 
the, and biological analyses of water 


and sew @ more convenient form than any 
vious edit Chenier 


DIAGNOSTIC PROCEDURES AND 


MAGINTS: TECHNICS FOR THE 
SWIMMING POOLS AND OTHER LABORA 
PUBLIC BATHING PLACES: REC- CONTROL OF COMMUNICABLE 
OMMENDED PRACTICE FOR DE- DISEASES 
nee EQUIPMENT AND OPERA- 3rd edition. 1950 
1940 The well balanced and. diligent vont highly 
qualified specialists.” 
Order from the Book Service 
THE AMERICAN PUBLIC HEALTH ASSOCIATION 
——— | 1790 Broadway at 58th Street New York 19, N. Y. | 
ad — 
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RELIABLE ADVERTISEMENTS 


Completely protects bottied milk 
convenient in the home 


@ FORMS AN AIR-TIGHT SEAL 

@ COVERS THE POURING LIP , 
@ LESSENS THE DANGER OF SEEPAGE 
@ EASY TO REMOVE 

@ MAKES A PERFECT RE-SEAL 


CORK & SEAL COMPANY 


“DACRO DIVIS + BALTIMORE 3, MD. 


When writing to Advertisers, say you daw it in the Journa: 


| 


; 
t 

ree, 

~ 

3 

— 

A 
ta 

| 

AT 
~ 


XIV AMERICAN JOURNAL OF PUBLIC HEALTH 


Showrooms also at 308 W. Washington St., Chicago 6, Ill. 


Clay S 


Plastic Sponge is Framework for Living Tissue 


“Plastic Sponge Which Acts As A Frame- 
work For Living Tissue,” by John H. Grind- 
lay, M.D., and John M. Waugh, M_D., Roch- 
ester, Minn. A.M.A. Archives of Surgery, 63, 
3, Sept. 1951. 


Ivalon sponge, a new poly- 
vinyl plastic, has yielded 
excellent experimental re- 
sults in surgical procedures, 
when used as a framework 
in place of living tissue to 
fill defects and correct de- 
formities. 

In contrast to currently- 
used foreign materials such 
as tantalum, vitallium, 
stainless steel and certain 
plastics, for surgical reconstruction, poly- 
vinyl sponge acts as a framework into which 
living tissue grows. Initial results on dogs 
and human beings offer great promise for 
further widespread use. Its immediate use for 
huge abdominal aneurysms seems justified. 


© Experimental Procedures—Pure. sterile 
polyvinyl sponge, molded or cut to fit the de- 
fect, was surgically implanted in 37 areas in 
28 dogs. The operations included: filling the 
empty pleural cavity after pneumectomy; 
replacing a rib section; replacing the right 
hemidiaphragm and anterior sheath of the 
rectus muscle; placing a piece of sponge 
under a breast nipple and between the or- 
bital ridges of the frontal bone; suturing thin 
plates of sponge to the surface of the ear 
cartilage. 

Some experiments were terminated after 
one month, some between six and eighteen 
months, and some are still in progress. In 
almost all cases, the sponge did not become 
fixed to surrounding tissue, although blood 
vessels and connective tissue grew into it. 
Gross and microscopic examinations of the 
excised sponge and surrounding tissues 
showed no evidence of inflammatory re- 


actions, with recognizable cellular tissue 
fitting into spaces not occupied by sponge 
substance. 


@ Lung Surgery— Polyvinyl sponge, by set- 
ting up a fibrogenic reaction, can prevent the 
spread of infection into the extrapleural 
space, often a serious outcome of extra- 


- pleural plombage for tuberculosis. The 


sponge is shrunk about 25 percent by boiling 
and trimmed to fit the cavity. The lung is 
stripped, the plastic sponge packed firmly, 
and the cavity closed without drainage. 
Polyvinyl sponge was employed in 17 
plombage operations on 14 patients to fill the 
space some time after extrapleural pneumo- 
thorax, and as a prosthesis following resec- 
tion. In most cases bacilli rapidly disap- 
peared from the sputum. (A. Hurst, et al., 
Diseases of Chest, 20, 2, Aug. 1951, 134-138.) 


@ Abdominal Aneurysms—Polyvinyl sponge 
has been successfully used to reinforce large 
abdominal aneurysms since April, 1950. Four 
cases to date have been successfully treated 
by placing sheets of polyvinyl sponge be- 
tween the aneurysm and peritoneum. Since 
no other surgical procedure can be used in 
these cases, and since this operation is simple 
and without undue strain on the patient, its 
use appears justified at this stage. 

Polyvinyl sponge is a lightweight, wet- 
table, resilient material made from polyvinyl 
alcohol and formaldehyde. It is available in 
pure form for medical use from Clay-Adams 
under the name “Ivalon Surgical Sponge.” 
It may be sterilized in boiling water and is 
readily cut into various shapes and sheets. It 
is chemically stable and biologically inert. 

One explanation for its startling success 
as a framework for living tissue, is its great 
affinity for water. Perhaps surrounding tis- 
sue does not differentiate polyvinyl] as a for- 
eign body because tissue fluids enter it and 
are followed by cells. 
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RELIABLE ADVERTISEMENTS Xv 


FOR THE MEDICAL 
AND BIOLOGICAL 


ies Approved Microflocculation Slide 

Detailed descriptions on the following may be ob- for Mazzini Syphilis Test 
. Ad oes The only approved test slide for the Mazzini 
y Cardiolipin Microflocculation Test for Syphi- 
Mazzini Microflocculation Test Slide... Form 507 lis is now available from Clay-Adams. Two 
Moloy MEDICHROME Series... Form 339 types of slide are in use, one for serum 
IWALON Sponge coco Form 513 (right), and one with spinal fluid (left). Both 
slides are 3” x 2” x 6 mm. deep. The serum 
slide has 10 concavities, each 16 mm. in diam- 


eter and 1.75 mm. deep. The spinal fluid slide 
has 3 concavities, one 38 mm. in diameter x 
1.75 mm. deep, and two 20 mm. in diameter 
x 1.75 mm. deep. Both slides have frosted 
surfaces. 

Adaptation of cardiolipin antigen to the 
Mazzini technic will be found in Journal of 
Immunology, 66, 2, Feb. 1951, 261-275. 


| 

| Mechanisms of Labor... § 
| are clearly set forth in Clay-Adams Medi- $ HERE IS A PARTIAL LIST 2 
chrome Series MG5, 79 black and white OF OUR PRODUCTS 
2” lantern slides. Prepared by Howard C. Centrifuges 
in Moloy, M.D., College of Physicians and Sur- , ine Cancer ‘ 
geons, New York, explanatory notes and data 2 Detection Kits Gastro-Duodenal Tubes > 
on this series were expanded by Dr. Moloy > anaes Polyethylene Tubing f 
into a monograph, Clinical and Roentgeno- 2 GOLD SEAL Slides & = Syringes & > 
4 logic Evaluation of the Pelvis in Obstetrics, 4 Cover Glasses Adams Stethoscopes 2 
: published by W. B. Saunders Company, 1951. supplies for Microscopy JUSTRITE Wound Clips 
ol The entire series of slides is correlated with § Dissecting Kits Obstetrical Manikins 2 
this book. These slides are invaluable for = surgical & Dissecting Skulls & Skeletons § 
; teaching and study. > instruments MEDICHROMES—2 x 2” 5 
Over 10,000 Medichrome subjects are avail- Surgical Rubber Goods Kodachromes > 
able from Clay-Adams. Write today for a 4 Anatomical Charts & Atlases 2 
summary of the slides we have available 


Clay-Adams Company, Inc. 14\ ast 25TH STREET, NEW YORK 10, N.Y. 


CLAY-ADAMS PRODUCTS ARE AVAILABLE FROM LOCAL SURGICAL AND SCIENTIFIC SUPPLY DEALERS 
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AIRY 


essential to our 


nations strength 


Research tells 


Medern research is constantly adding to 
our knowledge of milk and its products 
. just another example is the addition 
of the recent y isolated and identified 
vitamin By2 to the list of more than 100 
different nutrients! now known to be pres- 
ent in milk. Laboratory 
analyses show milk to 
contain an average of 
four micrograms of this 
vitamin per liter.? 


The functions as well 
as the nature of the 
nutrients of milk are 
revealed by research. 
In the laboratory, scientists ve solved 
a puzzling nutritional ‘‘mystery’”’—why 
milk is helpful in the dietary treatment 
of niacin deficiencies. It is because try ue 
tophane, an amino acid present in mil 
can form niacin in the body.* 


Many such instances of interrelation- 
ships between nutrients emphasize the 
importance of milk as a “nutritional 
whole.” Two examples worthy of note 
are the physiologically desirable ratio 
between calcium, phosphorus, and mag- 
nesium in milk,‘ and the favorable effect 
of lactose on the absorption of calcium,® 
and possibly of other mine 


The beneficial effects of dairy foods— 
milk, butter, cheese, ice cream—on our 


national health are con- 
stantly demonstrated 
by research. 

1. 


The composition of milks. 
Noo 119, Washington 


2. A., A. E., 

. A. The folic acid and vitamin Bi: content of the 
ca of various species. J. Nutr. 43:423 (Feb.) 1951. 


3. Mechanics of niacin formation, Nutrition Reviews, 
211 (July) 1950. 


4. Stearns, C. Human of 
magnesium. J. = Med. Asen. 142:478 
(Feb.) 1950. 


5. Mills, R , Breiter, H 
— M. and Out th 


(New) ) 1940. 


lei 


E., McKey, B., 
in child J. Nutr. 20:467 


The presence of this seal indicates that 
all nutrition statements in advertise- 
ment have been found acceptable by ~ 
on Foods and Nutrition of the 
American Medical Association. 


COUNCIL 


111. N. Canal Street, Chicago 6, Illinois 


Since 1915 . . . the National Dairy Council, a 
ization, has devoted to nutrition tons 
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RELIABLE ADVERTISEMENTS 


California” 


Wen John Sutter accidentally dis- 
covered gold in 1848, he could not foresee 
how he was changing the future of 
California and the West. 


“Gold in California!” spread across the 
country as if the wind carried the word. 
Some men grew rich overnight . . . some 
washed $1500 worth in one panful of dirt 
and others took out as much as $18,000 in one day. 


Near Sonora, California, it’s said, a funeral was interrupted 
by a man who, kneeling in the midst of prayer, idly examined 
the earth of the grave's edge, then cried “Gold.” The body 
was moved aside and the mourners staked out claims. 


About half of the estimated 80,000 who reached California 
in 1849 came overland. It’s possible bicarbonate of soda 
accompanied many of these forty-niners for it was just three 
years before the Gold Rush that Church & Dwight on began 
their bakin ngs soda business. Our product, sodium bicarbonate, 
/ is sold under two brand names, Arm & Hammer Baking 
| Soda and Cow Brand Baking Soda. 


Sodium Bicarbonate aids the physician in many ways and, 
for more than a century, physicians have prescribed our 

roduct for many internal and external maladies. It is U.S.P. 

icarbonate of Soda, and may be prescribed whenever indi- 
cated. And, when used as a dentifrice, it reduces L. acidophilus 
count .. . removes film without harming enamel. 


CHILDREN’S STORYBOOKS — We'll be 
glad to send you a free supply of 
our approved, iMustrated litele 
storybooks for your waiting room. 
Just write to us at the address below. 


| CHURCH & DWIGHT CO., INC. 


10 Cedar Street New York 5, N. Y. 
wi tees 
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Latest Information on Penicillin Therapy 


IMPORTANT PRINCIPLES 
INFLUENCING 
PENICILLIN THERAPY 


SQUIGB WANUPACTURING CHEMIST: To [HR PROFESSION SINCE 


Ask Your Squibb Professional Service Representative 


When writing to Advertisers, say you saw it in the Journar 
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RELIABLE ADVERTISEMENTS NIX 


...A New Squibb Aid for the Profession 


Squibb, a leader in penicillin researcl: 
and manufacture, presents the new edi- 
tion of the Squibb Penicillin Handbook, 
“Important, Principles Influencing Peni- 
cillin Therapy.” It is based on most 
recent clinical work and data of eminent authorities in the antibiotic 


field . . . new penicillin dosages . . . new recommendations for efficacy 
.-. oral and parenteral forms . . . combined therapy . . . drug resistance . . . 
therapeutic blood levels . . . reactions . . . continuous vs. discontinuous 


therapy . . . and many other subjects of interest to physicians. 


Your Squibb Professional Service Representative will provide you with 
“Important Principles Influencing Penicillin Therapy” or any other Squibb 
visual and practical aids, without cost or obligation. Or you may write 


direct to E. R. Squibb & Sons, 745 Fifth Avenue, New York 22, New York. 


SQUIBB A LEADER IN PENICILLIN RESEARCH AND MANUFACTURE a) 
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tinea capitis 
“More effective in ringworm 
of the scalp than any other 
topical agent.’” 


tinea pedis 
In “athlete’s foot” a 
combined cured and improved 
rate of 95% has been obtained.’ 


59% tincture . . . ointment . . . powder . . ’ 
sprayed, applied with cation or dusted on "Roche 


1. Stritzier, C.; Fishman, I. M., and Laurens, S.: 
Transactions New York Acad. Se., 13:31, Nov., 1950. 


HOFFMANN-LA ROCHE INC + ROCHE PARK+ NUTLEY 10+ NEW JERSEY 
ASTEROL DINYDROCHLORIDE “ROCHE'—BRAND OF DIAMTHAZOLE 
ETHOXY) 


When writing to Advertisers, say you saw it ir the Journat 
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THE NEW WALLACE & TIERNAN. 


FLUORIDATOR: 


L's 


> 


a requirements of Fluoridation — primarily, extreme accuracy 
ae | and dependability — were considered foremost in the design of W&T’s 
— new Series A-635 Fluoridator. A selection of models and a wide feed range 

| 


make this feeder suitable for the application of sodium fluoride or sodium 
silicofluoride in most communities. 


The basic feeder is volumetric with manual control, featuring the 
new two-directional feed screw for increased accuracy. Built-in scales can 
be supplied for periodic checking of the weight of chemical in the hopper. 


| The gravimetric, loss-of-weight, model is controlled from a unique 

scale beam housed in a dust-tight compartment. Registers indicate the 
rate of feed and the weight of chemical in the hopper at all times. Loss- 
of-weight recording is available 
- with the gravimetric feeder to pro- 
vide a permanent record of 
fluoridation. 


WALLACE 
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Either Volumetric or Loss-of-Weight Control 

» Mode. Streamlined Appearance Be 


SANITIZING 
AGENT 


Measures up in every way 
as the quaternary of choice 


The sanitizing properties of quater- 
nary ammonium eompounds are so 
well known to public health officials In eee 
that little could be said about them dilutions Roccal 
that you do not know. Almost every- 

body in public health work has ow POTENT 


tarium he uses in his war on NON-POISONOUS 


tarium he uses in his war on disease. : ; 


The question then is, ‘‘Which TASTELESS 
| ‘quat’?’’ Are they all alike? Which ODORLESS 


; | , one can I depend on to do the job 
ty expected of it every time? wm STAINLESS 

In Roceal, the original quaternary 

| ammonium germicide, you are of- w NON-IRRITATING 


fered a product that is always uni- 


form in quality because it is made cf NON-CORROSIVE 


under the most rigid controls. Every 
| batch must pass the comprehensive cf STABLE &§ 


laboratory tests of one of the world’s rm 

leading pharmaceutical manufac- 
¥ turers. You can depend on Roceal to 
do a better sanitizing job every time! 


— When you specify a “Quat" 
+ be sure it’s Genuine Roccal 


Insist on | 
Genuine 


SANITIZING 
AGENT 


SUBSIDIARY OF STERLING DRUG INC. 


1450 Broadway, New York 18, N. Y. 
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Work output, choice reaction 


OF THE CEREAL BREAKFAST 
ON PHYSIOLOGIC RESPONSES 


The widely accepted basic breakfast pattern of fruit, cereal 
(whole grain or enriched or restored), milk, bread and 
butter effectively combats the detrimental influence of 
breakfast skipping. These are the results of a study recently 
conducted at the medical college of a prominent university. 


In this study,* ten male students served as subjects. 
Their physiologic responses were established for a three 
week period during which the basic breakfast outlined 
above was the daily habit; breakfast was then omitted 
entirely for the following three weeks and identical obser- 
vations were repeated. 


The investigators report decrease in maximum work out- 
put, increase in choice reaction time, and increase in tremor 
magnitude when breakfast was omitted. These findings, 
recorded during the pre-noon hour, indicate that breakfast 
skipping is detrimental to late morning physical stamina 
and mental acuity, and that the adverse effects of this 
practice can be prevented by making the basic breakfast the 
daily habit. 


This basic breakfast pattern is widely endorsed by nu- 
tritionists; it offers outstanding economy, excellent nutrient 
contributions, and almost endless variety. 


time, and tremor mag 
were measured by specially 
designed apparatus. 


*You are invited to write for a copy of this paper on this study. 


The presence of this seal indicates that all nutritional state- 
ments herein have been found acceptable by the Council on 
Foods and Nutrition of the American Medical Association. 


CEREAL INSTITUTE, INC. 


135 South La Salle Street + Chicago 3 


A RESEARCH AND EDUCATIONAL ENDEAVOR DEVOTED TO THE BETTERMENT OF NATIONAL NUTRITION 
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SEWAGE 
PLANT EXPANSION 
DELAYED... 


eaension of an existing sewage plant, needed to 
meet the demands of increased population and industrial 
growth, may necessarily be delayed by current material 
shortages and building restrictions. In such a case, W&T 
Chlorinators can temporarily help carry the load by improv- 
ing the efficiency of your present plant. 

For example, overall plant efficiency can be increased 
when chlorine is applied ahead of and in the plant. Pre- 
chlorination ensures fresh sewage, giving better sedimenta- 
tion. Plant chlorination aids grease removal, prevents filter 
ponding and minimizes sludge bulking. Disinfection of the 
effluent is ensured by post-chlorination—especially impor- 
tant where full treatment facilities are limited. 

These are practical reasons why more and more com- 
munities are using W&T Chlorinators both to temporarily 
increase plant capacity and to ensure better operation of a 
future, expanded plant. 


WALLACE & TIERNAN 


COMPANY, INC. 
CHLORINE. “AND “CHEMICAL CONTROL. 
NEWARK | NEW Y -R_P ESEN £O PRIN AL CITIES 
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Civil Defense from a Health Officer's 
Viewpoint™ 
HAROLD D. CHOPE, M.D., Dr.P.H. 


Director, San Mateo County Department of Health and Welfare, 
Redwood City, Calif. 


local health officer’s view of 
civil defense is really a worm’s-eye 
view. He is on the bottom of the stack 
and has a hard time trying to see any 
light in the sky through the confusing 
galaxy of codrdinators, chiefs, and di- 
rectors who are attempting to help him 
from the local, regional, state, and fed- 
eral levels. 

He is also in the middle with the 
administrative hierarchy grinding out 
manuals, directives, plans, estimates, 
annexes to the plans, revised plans, mis- 
sions, and promises on the one hand, and 
on the other the medical profession, the 
nursing profession, the Red Cross and 
other voluntary agencies, the pharma- 
cists, first-aiders, hospital administrators, 
local housing, supply, transportation, 
and communications chiefs all looking to 
him for specific, clearly worded direc- 
tives and an intelligent workable plan 
to codrdinate all these various disciplines 
when and if “A-Day” comes. 


* Presented before a Joint Session of the Conference 
ngineers and the Engineering Sec- 


He is confronted by an attitude of the 
general public which varies from deep 
apathy when the war news is good to 
near hysteria when Mr. Truman an- 
nounces that other major powers have 
just shot off another atom bomb. He is 
also backed by the obvious apathy of a 
Congress which refuses, or fails, to vote 
adequate funds to support civil defense. 

The local health officer is supposed to 
organize all these groups, attend regular 
meetings of the Regional Health and 
Medical Services Section (usually a day 
at a time), transmit and interpret these 
meetings to his local civil defense council 
and to his professional colleagues in 
additional meetings (all at night), and 
to plan dry runs without any supplies or 
money to date. Even postage and tele- 
phone calls must come from the local 
health officer’s usually meager opera- 
tional budget. The local health officer 
must consult with his public health engi- 
neer, his director of public health nurs- 
ing, and other staff and they, in turn, 
must spend hours working out details 
in their special fields. At the same time, 


he is expected to carry on a sound, pro- 
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gressive public health program as though 
he had no responsibilities in the field of 
civil defense. 

Let me give you an example of why a 
local health officer tends to become con- 
fused and fatigued in this field. San 
Mateo County lies just south of San 
Francisco and is the only land connec- 
tion to San Francisco, a target area. It 
is a small county of only 448 square 
miles and has about a quarter of a mil- 
lion population. We have three major 
hospitals and two small hospitals, 
totaling 554 beds. To serve our popula- 
tion and these hospitals, there are 248 
physicians practising in the county. The 
first directive from our regional office 
was that San Mateo was to supply 62 
first-aid teams requiring the following 
personnel, according to AG 11-1: 

124 Doctors 
186 Dentists 
186 Nurses 
124 Pharmacists 
930 First-aid workers 
372 Clerks 
9,302 Litter bearers 
496 Ambulance drivers 


11,720 Total 


We were also instructed to have avail- 
able within the county 2,000 hospital 
beds. This seemed like a large order 
at the time—to quadruple our bed 
capacity and care for seriously injured 
casualties with only six doctors per 100 
patients. Later, a new directive came 
down stating that we were to be pre- 
pared to take care of 10,000 casualties. 
This confused us on the local level, so 
we wrote to the regional office asking 
how, with proper respect to propriety, 
we could put 10,000 casualties in 2,000 
beds or was one of the estimates in 
error, and, if so, which one. We never 
did get an answer in writing, but it was 
decided in conference that we should 
have available 7,500 beds to receive 
10,000 casualties. When we pointed out 
that this would leave us 1.6 physicians 
per 100 beds, we were told not to worry, 
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as mutual aid would supply all of our 
deficiencies. Finally, about six weeks 
ago a medical chief was appointed for 
the regional of. ce and a new study and 
assignment made which gives us in San 
Mateo County an assignment of 30 first- 
aid teams and 5,600 hospital beds. With 
two doctors per first aid-team and 42 per 
500-bed hospital, this requires 530 
doctors, which is just 113 per cent more 
than we have. The same personnel 
shortage applies to every other profes- 
sional category—anurses, laboratory tech- 
nicians, x-ray technicians, nursing at- 
tendants, trained first-aides, and so on 
down the line. 

Our local inadequacies in meeting 
personnel requirements for public health 
teams are even more dramatic. 

Despite the fact that local health 
officers become confused, irritated, fa- 
tigued, worried, frustrated, and con- 
cerned in trying to deal with this 
mammoth problem, I feel it was wise to 
place the responsibility in the hands of 
state and local health officers, as out- 
lined by Dr. Norvin C. Kiefer at the 
St. Louis meeting of this Association. 

Civil defense is very much like child- 
birth. It is very painful while you are 
going through it, but very necessary for 
the preservation of the nation. We need 
not review all the reasons for a civil 
defense organization. These reasons are 
lucidly stated in all the federal, state, 
and regional materials. What I would 
like to do is to try to evaluate some of 
the intangible benefits and compensa- 
tions that have accrued from the work 
thus far put into civil defense by local 
health officers. 


1. Working relations have been im- 
proved. Formerly the health officer was 
one public official in a group. His re- 
lationship with the sheriff, the county 
fire warden, the county engineer, the 
radio operator at the sheriff’s office, was 
cordial but not intimate. Each had his 
problems in his own field and rarely had 
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to seek the assistance of the other official. 
But, with the enormity of the problem 
of civil defense, these officials are 
brought together in frequent meetings 
and find that each has an important 
contribution to make to the joint effort. 
The health officer finds that his stocks 
seem to go up as other officials begin to 
appreciate that upon his ability to organ- 
ize and administer may rest the lives 
and safety of thousands of people, and 
that his service is as important as or 
more important than communications, 
rescue, fire control, police protection, or 
transportation in the face of a war- 
caused disaster. He finds himself on a 
new, sincere, and satisfying first-name 
basis with many of his associates in the 
courthouse and discovers that this new 
relationship carries over into the ad- 
ministration of his peacetime duties. 


2. Professional relationships have 
been solidified. In Califoniia in general, 
and in San Mateo County in particular, 
the relationship between the health de- 
partment and the clinician has always 
been good. The willingness of organized 
medicine to coéperate and to contribute 
to the civil defense effort has been noth- 
ing less than outstanding. Our state 
medical society has held several excel- 
lent conferences on the clinical aspects 
of atomic warfare. Local physicians 
have been willing to devote untold hours 
to meetings and discussion in an effort 
to work out a reasonable plan for med- 
ical defense. Dr. George Uhl, health 
officer of Los Angeles City, recently 
made the following cogent statement in 
a paper on civil defense organization in 
Los Angeles: 


The Los Angeles County Medical Association 
is spending many hundreds of dollars every 
month paying the expenses of the required 
secretarial help, purchasing stationery, stamps, 
etc., paying for telephone calls and many other 
items necessary for the activities of the plan- 
ning group. This is a civic obligation, but 
there are no public funds available. It is 


rather the reverse of the modern philosophy 
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of political science as advecated in Washing- 
ton. This philosophy is that government should 
take over the management of medical practice. 
In this situation, the private practice of medi- 
cine has been forced to assume obligations that 
rightly are those of government. 


Private physicians have long looked 
to the health departments for advice in 
certain fieids, such as communicable dis- 
ease control, tuberculosis, vital statistics, 
and laboratory diagnosis. Under the 
pressures of civil defense, they look to 
the health officer for assistance and 
direction in fields related to all the 
practice of medicine. This is particu- 
larly true when the pattern established 
in my county is followed, in which the 
health officer is made chairman of the 
civil defense committee of the county 
medical society. 


3. Jurisdictional frictions have been 
diminished. In the early days of civil 
defensp organization, the fears and 
jealousies and even local selfishness of 
cities versus counties, one county versus 
a neighboring county, the big metropol- 
itan areas versus the smaller jurisdic- 
tions, were most disturbing. Great 
hesitation over signing mutual aid agree- 
ments, unending petty arguments over 
who would do what when, and who 
would pay for the service, delayed local 
civil defense organization fur months. 
Now one finds these reservations nearly 
obsolete. City and county civil defense 
codrdination councils have been formed 
and are functioning smoothly. County 
supervisors and city councilmen, mayors, 
city managers, and county managers 
work together toward a common goal. 
This is a major accomplishment. 


4. The demands for a civil defense 
organization have spotlighted our woe- 
fully inadequate public health staffing. 
No one would expect a health depart- 
ment to have sufficient personnel to 
handle a war-caused emergency. But 
the fact that many health departments 
do not even have enough personnel to 
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fill the key positions in a civil defense 
organizational has forcefully 
brought to public attention the need for 
improving in quality and in quantity 
the public health staffs of local juris- 
dictions. 


5. The health officer discovers unbe- 
lievable hidden potentialities in his 
population. Nurses, engineers, labora- 
tory technicians, x-ray technicians who 
are no longer active in their fields or 
are employed outside of the county, 
come forth to offer their services. There 
are ten officers of the Public Health 
Service living in San Matec County, all 
of whom have volunteered to be of any 
help they can in perfecting our organi- 
zation, even though they might not be 
available at the time of disaster. The 
voluntary agencies have come forth to 
help, being willing to subjugate their 
identity in an over-all organization. 

As a result of trying to develop a civil 
defense organization, other multipie 
intangible benefits to the bealth depart- 
ment might be presented, but from my 
experience the five I have mentioned 
here are the major sources of satisfaction 
to the local healt’: officer. 

There is only ne final point I would 
like to emphasize and reémphasize, and 
that is that we local health officers must 
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not forget the woe, worry, and work 
which has gone into our civil defense 
organization. If the time should ever 
come when our nation is not threatened 
by the danger of war-caused disaster, 
it would be nothing short of criminal to 
allow to lapse all that we have accom- 
plished in this particular field of com- 
munity organization. The advantages 
which I have listed can apply to a peace- 
time disaster program just as well as 
they apply to the organization for a war- 
caused disaster. Although I do not 
advocate making disaster planning a 
seventh point in the standard public 
health program, I do feel that it should 
be an obligation of every local health 
officer to keep current at least a paper 
plan for disaster and to bring into his 
planning and organizing as many com- 
munity facilities am] agencies as pos- 
sible. That we were so poorly prepared 
and that it has taken us so long to work 
out our present plans, I feel, is an un- 
happy commentary on the foresight of 
local health officers throughout the 
nation. We all hope that neither war- 
caused disasters nor peacetime disasters 
will overtake our communities, but 
should this occur, local health adminis- 
trators should be prepared to provide 
the essential community leadership to 
meet the situation. 
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Federal Aspects 


of Health 


Emergency Planning* 
M. ALLEN POND, F.A.P.H.A. 


Chie{, Division of Engineering Resources, U. S. Public Health Service, 
Washington, D.C. 


LANNING to meet health emergen- 
cies on a national scale is a big 
job. Any detailed discussion of the 
health emergency planning process as the 
Public Health Service itself engages in it 
would take more time than is available 
on this program. Thorough analysis of 
health emergency planning activities of 
federal and national voluntary agencies 
is far beyond the range of this discus- 
sion. Therefore, I will try to sketch 
only in the broadest strokes the scope 
of health emergencies that may reason- 
ably be considered of concern to 
federal agencies. I will attempt also to 
outline the roles that various agencies 
are playing in preparing to meet health 
crises. 

Health emergencies may result from 
unusual meteorological conditions such 
as floods, hurricanes, tornadoes, or bliz- 
zards. They may come about as the 
result of widespread epidemics or pan- 
demics. In the entire history of this 
country there probably has been no 
greater health emergency than the pan- 
demic of influenza that swept the world 
in 1918. Health crises may follow ex- 
plosions, forest fires, or conflagrations. 
The Texas City and State of Maine dis- 
asters of recent memory are cases in 
point. Finally, health emergencies may 
be provoked by man as an act of warfare. 

Whatever the cause of the emer- 


* Presented before a Joint Session of the Conference 
of State Sanitary Engineers and the Engineering Sec- 
tion of the American Public Health Association at the 
Seventy-ninth Annual Meeting in San Francisco, Calif., 
November 2, 1951. 


gency, the aims of those who must meet 
it are: (1) to confine the damage, (2) 
to restore order and provide emergency 
relief, and (3) to rehabilitate the popu- 
lation and the facilities that serve it. 
These three objectives commingle and 
are practically inseparable. However, 
they fall into a logical timetable. 

I should like to illustrate each of these 
steps in terms of the recent floods in 
Kansas and Missouri. The situation 
would be different following an attack 
on a metropolitan area in which there 
were widespread casualties and destruc- 
tion of structures and utilities. It would 
be different, however, not in terms of the 
kinds of problems to be faced but rather 
in terms of the gross quantity of damage. 

‘What, then, were the health emer- 
gency problems in Kansas and Missouri 
during July 24 August, 1951? They 
involved the interruption, contamina- 
tion, and, in a few instances, destruction 
of water supplies. Sewerage systems 
including treatment works were severely 
damaged in many communities. Refuse 
piled up. Thousands of large animal 
carcasses needed to be removed from 
urban areas. Rats and flies and other 
pests multiplied. Stocks of food were 
damaged or destroyed. Thousands of 
dwellings were inundated; many were 
damaged beyond repair. There were 
power failures. Communications sys- 
tems were overloaded and long delays 
were frequently encountered in getting 
important messages through. Key per- 
sonnel were stranded for varying periods 
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of time. These were the health prob- 
lems that rose up with the rivers in 
Kansas and Missouri in the summer of 
1951. You are struck, I feel sure, by 
the omission of reference to casualties 
and medical and hospital care. _No men- 
tion is made of these because there were 
no serious medical care problems. 

From reports which are familiar to 
us all, it is evident that the yeoman 
efforts of state and local health authori- 
ties in Kansas and Missouri resulted in 
confining the damage so that the public 
health—measured in terms of morbidity 
and mortality—did not suffer during or 
after this disaster. However, the re- 
sources of those two great states proved 
inadequate to cope totally with the 
health emergency. 

At the request of the health officers 
of the two states, Public Health Service 
personnel, equipment, and supplies were 
made available for flood duty. They 
were drawn from as far east as Niagara 
Falls and New York City, from the deep 
South (Atlanta, Ga., and Greensboro, 
Miss.), and from Pharr and Tyler, Tex. 
I point this out for two reasons: (1) 
Even in a comparatively slowly de- 
veloping emergency involving no serious 
casualties to health services personnel or 
the public generally, the state health 
authorities requested outside aid; and 
(2) the assistance had to be assembled 
from various points in the East, South, 
and Southwest. Disaster planning activi- 
ties of the PHS Communicable Disease 
Center helped to make immediate as- 
sistance available. 

What were the steps taken to meet 
this particular health emergency? First, 
estimates of damage and necessary 
emergency action were made by the state 
health authorities. Plans were made on 
the scene for preventing disease that 
might result from sanitation failures and 
as soon as possible these plans were put 
into effect. This phase represents the 
first objective: to confine the damage. 
The second step in the operation in- 
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volved restoration as rapidly as possible 
of basic utilities and services. Again, 
aid—both financial and material—was 
sought from outside the affected states. 

Almost immediately upon realization 
of the magnitude of the disaster, the 
President of the United States, invoking 
the provisions of P.L. 875 (81st Con- 
gress), asked the Congress for and was 
granted funds to assist the people of 
the area to meet the crisis. At the same 
time, the Housing and Home Finance 
Administrator was appointed by the 
President to codrdinate federal flood re- 
lief activities in the area. Within a day 
or two, delegations from affected com- 
munities and states came to Washington 
to report conditions and to seek help in 
the rehabilitation or third phase of the 
program. 

What were the functions of the vari- 
ous federal agencies in this disaster relief 
operation? 

We have already sketched briefly 
the activities of the Public Health 
Service. In addition, the Food and Drug 
Administration assigned personnel to the 
area. They embargoed all food, bev- 
erage, drug and cosmetics stocks which 
had been in contact with flood waters or 
had otherwise been affected by the dis- 
aster. Only after they, or health depart- 
ment personnel, had supervised the 
salvage operation were damaged stocks 
released from the embargo. This action 
tended, of course, to confine the results 
of the damage, since potentially harmful 
foodstuffs were kept out of commercial 
channels, both within these states and 
outside the area. 

The Department of Agriculture Ex- 
tension Service provided assistance in 
cleaning up farm homes and in protect- 
ing animals against animal disease 
hazards traceable to the flood. The Soil 
Conservation Service, among other 
activities, helped farmers to rehabilitate 
their wells, both for domestic and animal 
use. 

The Department of Defense aided in 
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the evacuation of persons from flooded 
areas; provided spray crews; and pro- 
vided air transport for PHS supplies 
and equipment. One of the major con- 
tributions of the Corps of Engineers 
related to its highly efficient handling 
- of the cleanup effort. Mentioned here 
are only those activities that contributed 
to health protection. 

The National Production Authority 
took prompt action to make critical ma- 
terials available so that water works and 
sewerage systems could be repaired and 
restored to service as quickly as possible. 
In this connection a PHS engineer 
officer was named pro tem as the Kansas 
City representative of the NPA Division 
of Water Utilities. 

The federal agency activities that 
have been enumerated relate essentially 
to phases one and two of the flood relief 
program. The third phase (i.e., per- 
manent rehabilitation) started as the 
flood waters receded. Sanitary engineer- 
ing works that needed rehabilitation as 
a result of the flood were eligible under 
certain conditions for federal financial 
assistance available through the Housing 
and Home Finance Agency. At this 
stage in the disaster relief program the 
PHS stepped aside, since the President 
had placed responsibility in the Housing 
and Home Finance Administrator for 
all direct federal financing of community 
facility rehabilitation. 

The flood which we have been dis- 
cussing was the first major disaster that 
occurred after the enactment of legisla- 
tion (P.L. 875) aimed at providing a 
framework for codrdinated action by 
federal agencies in support of state and 
local governments faced with peacetime 
disasters. Although there had been some 
preliminary planning for such an event, 
planning for interagency activities at 
best is difficult, time-consuming, and not 
exactly exciting to most professional 
people. Planning for the unknown is 
especially trying. However, experience 
gained during the past summer should 


Civic DEFENSE 


121 


serve as a basis for more intensive plan- 
ning of disaster relief activities by the 
various federal agencies. 


CIVIL DEFENSE 

My remarks so far have been aimed 
at developing the idea that disasters 
from whatever cause have common basic 
characteristics. Hence, I have purposely 
avoided reference to the health emer- 
gency planning functions of the Federal 
Civil Defense Administration, whose re- 
sponsibilities are concerned primarily 
with preparations for coping with disas- 
ters caused by enemy action against 
the homeland. 

There are two major health problems 

of concern to FCDA which are of some- 
what less urgency to planners concerned 
with peacetime disasters. Reference has 
been made repeatedly to the magnitude 
of the casualty problem that would fol- 
low on the heels of an atomic attack. In 
this respect, the FCDA staff must plan 
for casualty services on an almost incom- 
prehensible scale. Second, the diabolical 
weapons of modern war that can be 
used either covertly or openly against 
the civilian population represent another 
complexity in health emergency plan- 
ning. 
It is not necessary to extend these re- 
marks in order to describe what you 
already know: Even though responsi- 
bility for civil defense activities rests in 
state and local agencies, no community 
—indeed, no state—is able to muster all 
the supplies, equipment, and personnel 
that would be needed after a major at- 
tack on any metropolitan center. Fur- 
thermore, it is clearly necessary that 
the federal government sponsor most of 
the research that is needed to learn how 
to cope with the new anti-personnel 
weapons which a determined enemy can 
use against civilians. 

Is it not significant that the Congress, 
in appropriating funds for civil defense, 
has placed special emphasis on the stock- 
piling of medical and health supplies, on 
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research into defense against special 
weapons, and on training? 

With respect to activities in the health 
services and special weapons defense 
field, it should be realized that FCDA is 
working closely with several federal 
agencies, including the PHS and other 
constituents of FSA, the Department 
of Agriculture, the Atomic Energy 
Commission, and the Department of 
Defense. However, primary federal re- 
sponsibility for these activities remains 
with FCDA. 

Of special interest to sanitary engi- 
neers will be the manual Emergency 
Repair and Operation of Water Facili- 
ties in Disaster, which is scheduled for 
early publication by FCDA. Manuals on 
other aspects of disaster sanitation are 
in preparation. The PHS has worked 
closely with FCDA on technical aspects 
of the new or revised publications. 


POST-DISASTER RELIEF AND 
REHABILITATION 
When the Federal Civil Defense Act 
of 1950 was passed, there was no doubt 
that Congress intended it to provide 
statutory authority for the creation of a 
separate agency to deal with civil de- 
fense, extending over the immediate pe- 
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riod of the emergency. There remains a 
need to establish the framework within 
which the federal government may oper- 
ate to provide financial and other as- 
sistance for the rehabilitation of war- 
damaged communities. 

Several proposals have been discussed 
in special committees of the Congress 
during the session closed in 1951. 
Needless to say, in the discussions 
of this Association the health and 
sanitation needs of war-torn communities 
are being considered, along with all the 
other aspects of community living. 
Within the PHS, an ad hoc committee 
was created some months ago by the 
Surgeon General to begin necessary staff 
work relating to a rehabilitation pro- 
gram. The magnitude of the relief and 
rehabilitation problem in European coun- 
tries is a gauge of the potential problem 
in this country. One cannot contem- 
plate it without being awe-struck. I 
emphasize to you that it is a major 
problem facing our federal health emer- 
gency planners. Indeed, the Health 
Emergency Planning Unit in the Office 
of the Surgeon General of the Public 
Health Service is devoting a major share 
of its efforts to consideration of problems 
of this type. 


Second National Cancer 


The American Cancer Society, the 
National Cancer Institute, and the 
American Association for Cancer Re- 
search as joint sponsors have announced 
the Second National Cancer Conference 
to be held at the Netherland Plaza Hotel 
in Cincinnati, Ohio, March 3-5. 

The meetings are open to all physi- 
cians and to other professional persons 
connected with the cancer control pro- 
gram. They represent an opportunity to 
review the present status of clinical 
cancer and of cancer research, especially 
pointed up for teachers in medical 


Conference in Cincinnati 


schools and physicians in private prac- 
tice. 

The program is oriented toward the 
wide social responsibility of professional 
persons in cancer control. Featured 
speakers from abroad will include Dr. 
Alexander Haddow of London, England; 
Dr. Alexander Lipschutz of Santiago, 
Chile; Dr. Robert McWhirter of Edin- 
burgh, Scotland; Dr. Antonio Prudente 
of Sao Paulo, Brazil; Dr. James C. Lees 
of Edinburgh, Scotland; and Drs. E. S. 
Horning and D. W. Smithers of London, 
England. 
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What an Eastern State Is Doing in 
Civil Defense Sanitation* 
CLARENCE I. STERLING, JR., F.A.P.H.A. 


Chief Sanitary Engineer and Deputy Commissioner, Massachusetts Department 
of Pubiic Health, Boston, Mass. 


MMEDIATELY following the decla- 
ration of a state of emergency by the 
President, His Excellency the Governor, 
Paul A. Dever, declared an emergency to 
exist in Massachusetts, and the Civil 
Defense Agency was formed under the 
authority of Chapter 639 of the Acts 
of 1950. By executive orders the duties 
under civil defense were assigned to 
several departments of the state govern- 
ment and the state was divided into nine 
regions for the operation of civil defense. 
The Department of Public Health was 
charged with the operation of the Med- 
ical and Health Division. The Medical 
and Health Division was divided into 
12 sections, one of which is that . of 
Environmental Sanitation. The writer 
was designated as Chief of the Environ- 
mental Sanitation Section. Its functions 
are as follows: 


DIRECT RESPONSIBILITY OF THE SECTION 
ON ENVIRONMENTAL SANITATION 

a. Maintenance or restoration of 
water supplies, plus safe treatment of 
temporary emergency water supplies. 

b. Maintenance or restoration of sani- 
tation standards in disposal of sewage 
and solid waste. This might have to be 
accomplished despite the loss or diminu- 
tion of water supply. 

c. Control of rodents and _ insects 


* Presented before a Joint Session of the Conference 
of State Sanitary Engineers and the Engineering Sec- 
tion of the American Public Health Association at the 
Seventy-ninth Annual Meeting in San Francisco, Calif., 
November 2, 1951. 


which carry disease, destroy food, or 
become serious general nuisances. 

d. Development of garbage and refuse 
disposal emergency procedures. 

Assistance to the Section on Biological 
and Chemical Defense— 

e. Decontamination measures relating 
to biological and chemical warfare. 

Assistance to the Section on Monitor- 
ing—Decontamination of Radioactive 
Supplies and Areas— 

f. Decontamination measures relating 
to radioactive materials. 

Assistance to the Section on Food and 
Nutrition in Food Sanitation— 

g. Adequate food sanitation inspec- 
tion during emergency, especially the in- 
spection of emergency kitchens and can- 
teens, as well as of foods which may have 
become contaminated through the effects 
of atomic, biological, or chemical 


weapons. 

h. In anticipation of the possible im- 
pairment of local pasteurization plants, 
extension or revision of existing milk 
sanitation regulations. 

Assistance to the Civil War Aid De- 
Sense (Department of Public Welfare )— 

i. Regulation of sanitation in shelters 
and emergency billeting facilities. 


The Section on Environmental Sani- 
tation has been organized with an ad- 
visory board consisting of representa- 
tives of various state agencies other than 
the department; private agencies repre- 
senting water and sewage works and pest 
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control associations; private consulting 
engineering firms and suppliers of mate- 
rials; and also representatives of munici- 
pal water supplies. 

In each of the nine defense regions an 
Environmental Sanitation Section has 
been organized. Regional sanitary con- 
sultants have been appointed by the 
director of civil defense, and the sanitary 
engineers and sanitary officers (sani- 
tarians) of the Department of Public 
Health are assigned as advisers. In 
view of the fact that this country is not 
actually at war but is in a stage of the 
so-called “Cold War,” the present de- 
fense emergency differs from that cover- 
ing the period of World War II. As 
the “Cold War” may continue for an 
extended period of time, it soon becomes 
apparent that in the field of environ- 
mental sanitation, civil defense has to 
be integrated into our everyday living. 
The organized civil defense agencies will 
take over in the event of an emergency. 
The regular agencies of the state and 
other governmental units, however, have 
to function in advance of emergency in 
regard to planning, development and 
training. 

Our public water supplies are of prime 
importance in case of any disaster. We 
have the problem of properly guarding 
them to protect them against sabotage. 
We have the problem of supplying an 
adequate amount of water, in case of 
emergency, to fight fires and to provide 
water for public health purposes. 

In Massachusetts we are taking cer- 
tain precautionary measures in our effort 
to integrate civil defense into our daily 
water works practices. In the first in- 
stance we have set up a program of more 
frequent sampling of public water sup- 
plies in the critical defense areas in 
order to detect biological contaminants 
that might be added to the water sup- 
plies as a method of sabotage. Many 
of these biological contaminants will not 
be detected by the coliform test. There- 
fore, our routine bacteriological exam- 
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ination of water is not a sufficient safe- 
guard to inform us of biological 
contamination. We have been develop- 
ing at our Lawrence Experiment Station 
routine examinations of the amount of 
organic matter in the water through the 
measurement of oxygen demand by 
using the oxygen-consumed and chlorine- 
demand tests. This is being done at 
the present time primarily to give us 
background information on the normal 
organic content of the water, in order 
that we may detect the addition of 
biological contaminants. All the samples 
collected for bacterial examination of 
the water supplies located in critical de- 
fense areas are now subjected to a 
radiological test at our experiment sta- 
tion. This is giving us necessary back- 
ground information so that we will be in 
a better position in event of an atomic 
bomb burst to determine whether or not 
the water supplies have been contam- 
inated with radioactive materials. 

In addition, we have also initiated a 
program of inventory of the equipment 
in the local water departments. This is 
being done on a regional basis and, in 
fact, is more of a form of self-appraisal 
for the local water department officials. 
All these measures are being carried on 
as a part of the daily routine of the 
State Department of Public Health. 

The Environmental Sanitation Sec- 
tion, in so far as civil defense is con- 
cerned, is charged with the training of 
the regional and local civil defense per- 
sonnel in emergency measures relating 
to water supply, milk and food sani- 
tation, sewerage and sewage disposal, 
garbage and refuse disposal, the control 
of insects and rodents, housing sanita- 
tion, and decontamination of areas and 
supplies which may be contaminated by 
chemical, gaseous, biological, or radio- 
logical sabotage or attack. 

The Environmental Sanitation Section 
is now holding a series of emergency 
two day water works schools for the 
top officials of the local departments. 
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These schools are being held in each of 
the nine civil defense regions. The pro- 
gram includes lectures and demonstra- 
tions relating to predisaster planning and 
training of regular and auxiliary person- 
nel of the water departments; various 
aspects of radiological, bacteriological, 
and chemical warfare; the development 
of a codrdinated program of action in 
event of disaster; and the significance 
of laboratory results. Great stress is 
placed upon emergency chlorination 
measures, and demonstrations of emer- 
gency chlorine equipment that can be 
made available in almost any community 
form a part of the course. In fact, one 
whole day is taken up with this type 
of demonstration. 

A manual has been prepared on 
emergency water supply sanitation for 
use in the water works schools. The 
plan is that at the conclusion of the 
school the officials who attended it will 
return to their own communities and in- 


struct the local water works employees 
of the latest thinking in so far as the 
Civil Defense Agency is concerned on 
the management of water supply. They 
will train not only their regular em- 
ployees, but also auxiliary workers in 


emergency procedures. It is planned 
that similar schools will be held on other 
phases of sanitation for the training of 
regular and auxiliary personnel. 

The funds available for the work of 
the Environmental Sanitation Section of 
Civil Defense are limited. The total 
appropriation made for the state Civil 
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Defense Agency has been but $215,000 
to date, of which only a small amount 
has been used by this section for travel 
and the purchase of materials for the 
publication of the emergency manuals. 

A Supplementary Budget has been 
submitted to the state legislature by the 
Civil Defense Agency which will in- 
clude the recommendation of the com- 
missioner of public health for some 
$4,000,000 for medical supplies and 
equipment and for personnel who will 
devote their time to civil defense. Pend- 
ing the appropriation of funds for per- 
sonnel, the Division of Sanitary Engi- 
neering has assigned one associate 
sanitary engineer and a senior clerk 
stenographer to the Environmental 
Sanitation Section of Civil Defense. In 
addition, it has assigned two sanitary 
engineers to act as chief and assistant 
chief of the Section on Radiological 
Monitoring of the Civil Defense Agency. 
The services of another engineer have 
been allocated half time to the Medical 
and Health Division for the purpose of 
coérdinating transportation. 

I believe it is our duty to prepare our- 
selves as rapidly as possible to handle 
any type of civil defense emergency, 
always keeping in mind how much of 
the specialized civil defense work can be 
integrated into our daily practices. In 
that way we minimize the economic loss 
and wasted time of developing proced- 
ures we may never use or that may be 
revised completely after we have ac- 
quired more experience in civil defense. 
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Sanitary Engineering Aspects of 
Civil Defense in California* 
ARVE H. DAHL 


Chief, Sanitation Section, Division of Medical and Health Services, 
State Office of Civil Defense, San Francisco, Calif. 


UR total interest in civil defense 
in California involves not only de- 
fense against atomic disaster but sabo- 
tage and biological and chemical warfare 
defense, as well as routine protection of 
the public health for maximum effort to 
aid the defense mobilization program. 
The intent of this paper is not to define 
completely the scope of our interests or 
the operational detail with which sani- 
tary engineering must cope. Rather it 
is desired to present the planning and 
program development that has occurred 
to date. 

The State of California proceeded 
rapidly in setting up an adequate civil 
defense organization early in 1950 and 
has, we believe, more than kept pace 
with available knowledge. We have 
been guided by basic federal references, 
including The Effects of Atomic Weap- 
ons, by the Atomic Energy Commission; 
and, since the end of 1950, by publica- 
tions of the Federal Civil Defense Ad- 
ministration, namely, Bulletin AG 11-1 
of the United States Civil Defense, 
Health Services and Special Weapons 
Defense; and the general bulletin on 
civil defense organization, United States 
Civil Defense. From these references 
have come basic information and sug- 
gestions for initiating the development 
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of civil defense orgenization and plan- 
ning for adjustment of our normal dis- 
aster plans because of the tremendous 
physical and environmental damage 
expected from atomic warfare. 

Our immediate task is to prepare 
adequately to take care of atomic dis- 
aster by mobilization of all state re- 
sources. We are proceeding by develop- 
ing the necessary civil defense organiza- 
tion to cope with simulated atomic 
bomb attacks on California. For this 
purpose, eight target cities have been 
designated: San Francisco, Oakland, Los 
Angeles, Long Beach, San Diego, Sacra- 
mento, Fresno, and San Bernardino. A 
primary objective of our civil defense 
program is to mobilize the resources of 
communities which can handle these 
problems best. Every citizen should 
accept responsibility for what he can 
handle, but no more. In addition, we 
must actively protect organizations or 
individuals, for that matter, from assign- 
ments beyond their capacity to perform, 
lest the success of the whole civil defense 
effort be jeopardized. 


CALIFORNIA’S CIVIL DEFENSE 
ORGANIZATION 
Civil defense in California is a line 
organization headed by the Governor. 
It is facilitated ky adequate state law on 
disaster preparedness and relief, which 
provides for a State Disaster Council, 
local Disaster Councils, the State Office 
of Civil Defense, citizens’ advisory com- 
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mittees, Powers of the Governor, and 
mutual aid regions for mutual aid pacts 
to be signed by all cities and counties in 
the state; it prescribes duties of regular 
state agencies; and it makes al state and 
local governmental employees available 
to civil defense in an emergency through 
the signing of a state oath. As no area 
in the state has all the resources required 
to handle an atomic attack, the mutual 
aid pact permits intercity, intercounty 
and inter-regional mutual aid operations. 
The special citizens’ advisory committees 
to the Governor on each major disaster 
activity, such as medical and health 
services, evacuation and welfare, utili- 
ties, fire, law enforcement, etc., are pro- 
vided through the mechanism of the 
State Disaster Council. The committees 
are used for guiding the policies and 
grams developed by the State Office of 
Civil Defense. 

The State Office of Civil Defense oper- 
ating out of the Governor’s Office with 
W. M. Robertson, Major General, USA 
(Ret.) as director, has created 12 
divisions, each being responsible for a 
defense service such as medical and 
health services; and 10 regional offices 
through which the state program oper- 
ates. At regional, county, and city levels, 
complementary services must be pro- 
vided. These divisions are: 

1. Division of Communications and Air Raid 

Warning Service 

2. Division of Engineer Services 

3. = of Evacuation and Welfare Serv- 

4. Division of Fire Services 

5. Division of Law Enforcement Services 

6. Division of Medical and Health Services 

7. Division of Radiological Services 

8. Division of Supply 

9. Division of Training Services 

10. Division of Transportation 

11. Division of Utilities 

12. Division of Public Information and Educa- 
tion 


Time does not permit me to discuss 
briefly or even enumerate the many 
excellent and fast-developing county and 
city civil defense organizations. 


DIVISION OF MEDICAL AND HEALTH 
SERVICES 

The Division of Medical and Health 
Services is unique in that, while its staff 
is provided through the funds of the 
State Office of Civil Defense, the state 
director of the Department of Public 
Health is nominally charged with the 
over-all responsibility for developing the 
medical and health services. Thus, it 
has a division responsibility, both in the 
State Office of Civil Defense and in the 
State Department of Public Health, the 
latter being the major state support re- 
source. Organization of the division 
follows the general pattern suggested in 
Bulletin AG 11-1, with branches re- 
sponsible for the development of 
emergency medical services and hos- 


pro- pitalization, public health services, and 


medical and health supplies. Because 
of the separate Division of Radiological 
Defense, there is no branch of special 
weapons defense. Problems of bio- 
iogical and chemical warfare are assigned 
to the Public Health Services Branch. 

The division staff, headed by Frank 
L. Cole, M.D., Brig. Gen., USA (Ret.), 
provides 10 professional positions, in- 
cluding four medical officers, two engi- 
neers, the medical supply branch chief, 
a nursing services chief, a hospital repre- 
sentative, and an analyst. 

The sanitary engineering activities of 
the division are carried out by the Public 
Health Services Branch. In general, the 
plans for this branch follow the organi- 
zation of most health departments, and 
its activities can be considered as either 
preventive medical services or environ- 
mental sanitation services supported by 
necessary laboratory services, records 
and statistics program, and other basic 
support activities. It has a responsi- 
bility to see that wherever an environ- 
mental sanitation interest occurs within 
the program of the State Office of Civil 
Defense, adequate planning and pro- 
gram are developed. The term “en- 
vironmental sanitation” has just been 
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used and will be used throughout this 
discussion in place of the term “sanitary 
engineering,” not because it indicates a 
broader field of interest, for we do not 
believe it does, but because it parallels 
the organization terminology of the 
S:ate Department of Public Health. 

At each level of civil defense organi- 
zation—state, region, county, or city— 
parallel services will be developed. On 
the operating levels, it is felt that all per- 
sons with occupations related to environ- 
mental sanitation, including consulting 
sanitary engineers, water pollution en- 
gineers, the personnel of pest control 
organizations, mosquito abatement dis- 
tricts and others constantly in contact 
with the health department environmen- 
tal sanitation program, can provide the 
necessary additional personnel resources 
to take care of all responsibilities of civil 
defense in the field of environmental 
sanitation. As we become acquainted 
with the program of each division, it is 
clearly indicated that sanitary engineers 
will have key roles to play in several 
divisions. Responsibilities of the Division 
of Medical and Health Services in the 
field of environmental sanitation have 
been agreed upon and are set forth in the 
following definition that is serving as a 
guide for developing California’s civil 
defense environmental sanitation pro- 
gram. 

DEFINITIONS 

The definition of the environmental 
sanitation areas of concern to be con- 
sidered by the Division of Medical and 
Health Services in every civil defense 
organization includes: 


1. Sanitation of emergency medical facilities 
—This service provides for supervision or 
handling of water, waste disposal, and cleanli- 
ness problems at emergency medical facilities. 
Sanitation services should provide trained 
sanitary engineers, sanitarians, or trained 
auxiliary workers to handle these services at 
the time of emergency, as follows: 
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a. First-aid stations required at the outset for 
a period of at least one week. 

b. Emergency hospitals required for at least a 
six week period. 

c. Existing hospitals required at the outset and 
on a continuing basis. 
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2. Emergency water suppli 
tal sanitation must be assured safe basic 
domestic water supplies for emergency medical 
facilities, civil defense workers, evacuation and 
welfare-supervised displaced persons, unaf- 
fected resident population, and continuing 
industries. The need for adequate laboratory 
services for bacteriological examination of 
water must be considered, as well as biological 
warfare and the general concern of possible 
sabotage. Provision of the water supply is a 
basic responsibility of the Utilities Division. 
Sanitation services must: 


a. Coérdinate with the Utilities Division for 
emergency supply. 
b. Establish water quality controls. 


3. Emergency sewage disposal—Provision of 
emergency sewage disposal is required where 
water-carried sewerage systems fail or sewer 
lines are destroyed. Service on an emergency 
basis will be required for emergency medical 
facilities, evacuation, and welfare-supervised 
displaced persons, other civil defense units, un- 
affected resident population, and industry. 
Operation of existing sewage collection and 
disposal is a basic responsibility of the En- 
gineering Division. To see that emergency 
facilities are provided to take care of excreta 
disposal is a sanitation responsibility. Sani- 
tation services must: 


a. Supervise provision of emergency sewage 
disposal facilities. 

b. Routine treatment of emergency sewage 
disposal facilities with chloride of lime. 


4. Emergency food sanitation—These activ- 
ities will involve control of contaminated 
foods, reéstablishment of normal food supply 
and processing facilities, and sanitation of mass 
feeding facilities. Mass feeding is a responsi- 
bility of the Division of Evacuation and Wel- 
fare. The food industry has the responsibility 
for providing an adequate supply of food. The 
environmental sanitation service should pro- 
vide adequate safeguards for maintaining the 
quality of food supplies. Advisory services 
will be necessary to both the evacuation and 
welfare services as well as the food industry. 
The following specific services will be required: 


a.Inspection and condemnation of damaged 
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or contaminated food supplies in stores, 
markets, warehouses, and packing and 
processing plants. 

b. Inspection and regulation of community 
food and meat supplies. 

c. Supervision and control +‘ emergency pas- 
teurization of milk and a’, products. 

d. Supervision of food supplies and food 
handling, mess sanitation, etc., in emergency 
mass feeding center, emergency shelters, field 
canteen operations. 

e. Inspection of emergency food supplies 
brought into the area. 

f. Reéstablishment or replacement of normal 
food-processing facilities. 


5. Emergency vector control—This is the 
only major sanitation service operational re- 
sponsibility of the Division of Medical and 
Health Services for the control of communica- 
ble disease. The services required will involve 
emergency fly and rodent control, and in areas 
of the state that are normally endemic for 
rodent-borne disease, careful consideration 
must be given to ectoparasite control. 


6. Service to Division of Evacuation and 
Welfare Services—The Evacuation and Wel- 
fare Division supervises the displaced persons 
program—emergency mass housing centers, 
evacuation and reception centers, and other 
emergency facilit'es. Our environmental sani- 
tation concern requires supervision and inspec- 
tion of sanitation as it relates to the preceding 
five functional sanitation programs. 


7. Industrial sanitation—This area of con- 
cern involves protection of the environment 
from industrial materials in the event of dis- 
aster. Many manufacturing chemicals can 
pollute underground water reserves. This pro- 
gram must be tied in with the plant safety 
and protection program. 


ENVIRONMENTAL SANITATION PROGRAM 
DEVELOPMENT 

With the basic civil defense organiza- 
tion development well along and our 
responsibilities generally agreed upon, 
we are at the threshold of the actual job 
of developing an adequate state-wide 
civil defense environmental sanitation 
program. Preparations for this phase of 
activity at the state level include: agree- 
ment on the areas of concern with other 
divisions of the State Office of Civil De- 
fense; development of an operational 


manual for civil defense environmental 
sanitation procedures and policies; work- 
ing with health department environ- 
mental sanitation personnel on how to 
serve as catalysts to make this program 
possible; and development of plans and 
material for the training of auxiliary 
personnel. 

Actually, we do not expect to com- 
plete all preparations before working 
with local civil defense units. The 
areas of concern that have been defined 
have been included in the mission 
assignments given to each regional 
Medical and Health Services chief. Pro- 
grams developed in key local civil de- 
fense areas promise to serve as a state- 
wide pattern. Perhaps the most signifi- 
cant work in this respect has been the 
coéperative work with the food indus- 
tries in Los Angeles and in Oakland. 
They have positive working programs on 
civil defense in operation with the dairy 
industry, the meat-packing industry, and 
others which will enable the industry to 
cope with food supply problems, giving 
adequate attention to environmental 
health considerations, in tne event of 
disaster. 

While there has been general agree- 
ment with the other divisions on our 
areas of concern, details are yet to be 
completed. At our request, the Utilities 
Division has appointed a three man com- 
mittee which will work with a committee 
from the Medical and Health Services 
Division to agree on basic policies and 
a program for water quality control and 
domestic water supplies for defense 
workers and defense facilities, as well as 
for the remaining resident population. 
Their major concern, immediately fol- 
lowing an attack, will be the mainte- 
nance of their system to provide water 
for fire fighting as well as for human 
consumption. With the tremendous 
demand for water in fighting fires and 
the danger of contamination, we must 
also be assured of the supply needed 
for a reduced domestic per capita de- 
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mand. Because water is such a critical 
commodity for defense workers, we be- 
lieve a prearranged working relationship 
would mitigate many of the problems 
that might arise during a disaster. 

Similar discussions are under way 
with the Engineering Division, which 
has primary responsibility for sewers 
and sewage disposal, and with the 
Evacuation and Welfare Division, on 
problems of mass care which involve 
feeding, housing, and clothing. 

To date, little has been accomplished 
in the way of preparation of operational 
manuals for civil defense environmental 
sanitation procedures and _ policies. 
Actually, we believe that we have the 
required basic information available now. 
In stripping down the problems resulting 
from an atomic bomb attack, we see 
that the major effects are equivalent to, 
or are a combination of, what we have 
experienced in major earthquake, flood, 
and fire disasters.. In addition, the book 
The Effects of Atomic Weapons gives 
us the guidance necessary for adjusting 
our experience. This generalization does 
not, of course, apply to problems of 
special weapons defense. 

Working relationships are being crys- 
tallized with key State Department of 
Public Health personnel so that the civil 
defense program can be guided by the 
same staff now having official responsi- 
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bility for one of the defined areas of 
concern. With the aid of this staff, and 
as requested by local civil defense pro- 
grams, training programs will be de- 
veloped. Already, several radio talks 
have been given on civil defense and 
environmental sanitation which have 
been carried by all stations in the state. 
In Los Angeles, Charles Senn, Engineer 
Director of the Bureau of Sanitation, Los 
Angeles City Health Department, has 
produced television shows instructing 
families on how to take care of sanitation 
problems around the home. The educa- 
tion of the public in sanitation pro- 
cedures is one of our key objectives. 


CONCLUSION 

It is our conclusion that civil defense, 
to be effective, must be considered 
largely a local operations program; and, 
from a state level, we must be prepared 
to provide necessary technical guidance 
and coérdination to make this program 
effective. To permit mutual aid to work, 
all programs must be generally uniform 
in organization as well as in content of 
program, which further expands our re- 
sponsibility. Finally, sanitary engineers 
must consider their broadest field of 
interest and must make sure, regardless 
of how responsibility is assigned in the 
Office of Civil Defense, that an adequate 
program is developed. 
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Sanitation in a Local Civil 
Defense Program* 
CHARLES L. SENN, F.A.P.H.A. 


Engineer-Director, Sanitation Bureau, Los Angeles City Health Department, 
Los Angeles, Calif. 


UCH of the time and energy of 
local health officers is being de- 
voted to organizing emergency medical 
services for civil defense. Local health 
officers also have a key role in develop- 
ing defense against biological warfare. 
If the health officer is to accomplish his 
many tasks successfully, he must have 
on his staff a competent municipal public 
health engineer or sanitation director to 
whom he can assign full authority and 
responsibility ‘wr developing and han- 
dling the environmental sanitation pro- 
gram. It is understood that the health 
officer will give general broad direction 
and guidance to the program; and that 
he will review and approve all major 
plans before they are submitted to the 
local or area director of civil defense. 
There has been a tendency to semi- 
militarize administration of civil defense. 
For instance, the municipal public health 
engineer can normally phone the water 
department’s sanitary engineer and on a 
friendly, first-name basis settle mutual 
problems. In civil defense, however, 
there is apt to be a civil defense adminis- 
trator in the line of command between 
these engineers and their department 
heads. Departmental policies may re- 
quire that all civil defense matters go 
through department and area civil de- 
fense “channels.” 
This formality is likely to stop com- 


* Presented before 2 Joint Session of the Conference 
of State Sanitary Engineers and the Engineering Sec- 
tion of the American Public Health Association at the 
Seventy-ninth Annual Meeting in San Francisco, Calif., 
November 2, 1951. 


pletely or greatly retard essential plan- 
ning. We found ourselves in such a 
position when our Los Angeles sanitary 
engineering staff asked for answers to 
questions like these: 


Who is arranging for tank trucks to haul 
emergency water supplies? 

How will the tanks be cledned and steri- 
lized ? What chlorine residual is recommended ? 

Who is locating emergency sources of water 
supply? Where will the location of such sup- 
plies be listed? 

Will the fire department actually, as 
rumored, be allowed to pump polluted river 
water, or even sewage, into the water mains? 

Where will the garbage be disposed of if 
normal disposal facilities are inoperative? 

What are the channels for supervising the 
sanitation of emergency food distribution and 
mass feeding? Mass housing? 


These are but a few of the questions 
which require answering. In a memo- 
randum to Dr. George Uhl, our Health 
Officer, we suggested that we be author- 
ized to work out the answers with other 
interested departments. We frankly 
stated that we doubted the civil defense 
director would ever find time to work 
out solutions individually, in view of 
his many other duties. In a remarkably 
short time our memorandum was re- 
turned with the health officer’s, the civil 
defense director’s, and the Civil Defense 
Planning Board’s approval. 

This freedom of action on an informal 
basis resulted in the heads of the fire, 
water, and health departments authoriz- 
ing personnel at the operating level to 
work together in answering their mutual 
questions. The fire department repre- 
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sentative explained a directive in which 
his chief had instructed ali personnel 
that under no circumstances should 
polluted water be pumped into drinking 
water lines. He also presented a com- 
plete listing of all emergency water sup- 
plies, even including private swimming 
pools (a formidable list for Hollywood). 
Several other questions are being an- 
swered at similar informal conferences. 

The amount of time and energy iocal 
sanitation staffs devote to civil defense 
will depend upon the attitude of the top 
officials of the state, county, and cities. 
We cannot neglect other important tasks 
for civil defense unless officially re- 
quested to do so. In the California state 
program, and more recently, in Los 
Angeles, extra public health personnel 
have been authorized for civil defense. 

For civil defense sanitation in Los 
Angeles we recently received authoriza- 
tion for an additional supervising sani- 
tarian and assistant sanitary engineer. 
These positions were granted when the 
health officer told the City Council’s 
Finance Committee that the budget- 
makers must decide whether civil defense 
is of sufficient importance to warrant 
assigning personnel to do the necessary 
work, 

In the California state program, civil 
defense is a somewhat separate state 
function under the state civil defense 
director. We initially had a similar plan 
for Los Angeles but have since decided 
that civil defense must be integrated into 
all our regular activities. We do need, 
however, a few employees who can de- 
vote all their time to this activity. 

Civil defense can become a means of 
improving our regular programs; a de- 
vice for spreading public health educa- 
tion. Our first job is to train our own 
personnel. In Los Angeles this job has 
been assigned to our regular inservice 
training staff. We held three initial 
meetings of the entire sanitation staff. 
Programs included review of state and 
local civil-defense administrative struc- 
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tures. Each employee was furnished 
with a copy of the local civil defense and 
disaster ordinance. 

By films, demonstrations, and discus- 
sion, the staff was shown blast effects, 
radiation hazards, and monitoring tech- 
niques. Next, all personnel were en- 
couraged to iake Red Cross first aid 
courses given by members of our sanita- 
tion staff who had become certified in- 
structors. More specific instruction pro- 
grams are now being developed. We 
have decided to proceed with smaller 
groups so that we can have field demon- 
strations and exercises. 

Our supervisors spent half a day at 
Red Cross headquarters learning the 
method of operation of that organiza- 
tion. Our food sanitation supervisor 
was named an official member of the 
Red Cross Food and Shelter Committee, 
to provide guidance on all sanitation 
problems. 

The department’s housing supervisor 
was named official liaison with the Civil 
Defense Housing and Shelter director. 
An engineer, after training, was named 
the department’s representative in radi- 
ation matters. He will train certain per- 
sonnel in monitoring food, water, etc. 

We have worked out many problems 
with industry and labor through our 
Food Sanitation Advisory Committee. 
This group decided it would coéperate 
with the Red Cross in emergency feed- 
ing. It also decided that much could 
be gained by organizing self-help civil 
defense planning committees for each 
major segment of the food industry. The 
Milk Industry Committee of Southern 
California has held dozens of meetings 
and has developed a written plan cover- 
ing almost every subject related to the 
problem of restoring the milk supply 
after an emergency. The plan takes in 
the whole area, and political boundaries 
are ignored. State, county, and city 
health departments are all working to- 
gether on the same industry committee. 
Similar programs are being started by 
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other food industries including the meat 
industry. 

Training of department sanitation 
personnel will include supervision of 
emergency water distribution with in- 
struction in procedures for cleaning 
gasoline tank trucks so that they can be 
used to haul drinking water; calculation 
of chlorine dosages; use of orthotolidine; 
methods of distribution of food and 
water at first aid stations and refugee 
centers. 

Simple procedures for improvising 
toilet facilities and for the burying of 
garbage and night soil will be covered. 
Each sanitarian will be considered the 
potential leader of a group of volunteers. 
He should have a broad general knowl- 
edge of the entire subject of emergency 
sanitation. 

A few specialists and engineers will be 
assigned to headquarters planning on 
water, sewage, waste disposal, food sup- 
plies, shelter, hospital, and first aid sta- 
tion sanitation, liaison on radiation mon- 
itoring and evaluation and similar top 
problems. 

Training of all local health depart- 
ment personnel of an area should be 
carried out in a uniform manner. All 
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personnel should be provided with uni- 
form identification cards and insignia. 
These items are important because we 
must be prepared to utilize personnel 
interchangeably. All procedures should 
be uniform because utilities, the Red 
Cross, the milk and food industries, and 
other services must ignore political 
boundaries. During a disaster there 
is no time for consideration of minor 
differences in local requirements. 

We have appeared on some radio and 
television programs to instruct the public 
on its responsibilities in applying emer- 
gency sanitation measures. One day- 
time presentation was so popular that it 
was repeated on a local large-audience 
Sunday night television program. The 
training of volunteers and the public at 
large in simple sanitation techniques is 
an essential part of civil defense prepa- 
ration. 


SUMMARY 

The sanitation director should be given the 
duty, authority, responsibility, and facilities 
for civil defense preparation. Sanitation is a 
major problem in any emergency. It should 
not be slighted by the fear or glamour of 
radiation or by new health department re- 
sponsibilities for care of the injured. 


Second American Congress on Industrial Medicine 


The American Union for Industrial 
Medicine has announced that the Second 
American Congress on Industrial Medi- 
cine will be held in Rio de Janeiro, 
Brazil, in July, 1952, under the auspices 
of the Government of Brazil. A broad 
program on the application of medicine 


and public health in industry is planned, 
including military, naval, and aviation 
medicine. 

Persons interested should communi- 
cate with Professor Dr. Jose Pedro 
Reggi, Director-General, Calle Arenales 
981, Buenos Aires, Argentina. 
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Methods of Payment for Physicians 
Services in Medical Care Programs* 


FRANZ GOLDMANN, M.D., F.A.P.H.A. 


Associate Professor of Medical Care, Harvard University School of Public Health, 
Boston, Mass. 


THE PROBLEM 


DEQUATE remuneration of par- 

ticipating physicians is one of the 
prerequisites for effective operation of a 
medical care program furnishing direct 
service and, especially, for maintenance 
of high standards. Whether such a pro- 
gram is established and administered by 
a public agency or voluntary organiza- 
tion, whether the funds for its support 
are raised through general taxation, 
compulsory insurance, or voluntary in- 
surance, systematic arrangements for 
payment for physicians’ services must be 
made by negotiation and conclusion of 
more or less formal agreements between 
the administrative agency and the medi- 
cal profession. 

The participating physician expects, 
and is entitled to, a compensation recog- 
nizing the long period of professional 
education, the experience and skill ac- 
quired after graduation, the value of his 
service to both the individual and the 
community, the time and effort spent on 
his work, and the occupational hazards 
of practice. The agency administering 
the program must assure quantitatively 
and qualitatively adequate service at the 
least cost consistent with high standards, 
and balance the total expenditures for 
physicians’ services with the total funds 
available for this type of care or for a 
variety of professional and institutional 
services. 


* Presented before the Medical Care Section of the 
American Public Health Association at the Seventy- 
ninth Annual Meeting in San Francisco, Calif., October 
31, 1951. 


It is anything but easy to reconcile the 
justified financial demands of the physi- 
cians with the obligation of an agency 
administering the people’s money, 
whether it be tax funds or insurance 
contributions. The problem grows more 
complicated with increase in the total 
number of both persons eligible for and 
physicians participating in limited serv- 
ice programs. It becomes highly involved 
when the majority of the population of 
a country is covered by one or several 
comprehensive service programs and 
maintenance—or improvement—of the 
economic status of physicians as a group 
becomes a matter of public concern. 

Quite understandably both form and 
amount of payment will be the subjects 
of disputes not only between administra- 
tive agencies and medical associations 
but between general physicians and spe- 
cialists and between various specialists. 
If a proposal could be discussed strictly 
on the basis of technical considerations 
satisfactory solutions could be found 
without too much difficulty. Such an 
approach would be futile more often 
than not. Psychological factors are 
likely to exercise a paramount influence 
on the final decision. Fear of the new, 
of encroachment on their rights, of loss 
of prestige, of limitation of financial suc- 
cess or of the “entering wedge” induces 
many physicians to be opposed to any 
but the traditional fee-for-service 
method. “Les médecins veulent que la 
médicine conserve ses bases tradition- 
elles, professionelles et sociales.” In a 
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score of tongues similar declarations 
have been made time and again. Bad 
experience sometimes leads physicians to 
condemn a method possessing intrinsic 
value because it has been discredited by 
poor organization, blundering and stulti- 
fying administration or malodorous poli- 
tics. If a program of public medical 
care or of compulsory medical care in- 
surance is involved, negotiations may be 
complicated by distrust of government 
that may be regarded much like a sus- 
picious character, to be watched care- 
fully or be presumed to be inefficient, if 
not ready to sacrifice a noble profession 
on the altar of politics. 


BASIC METHODS 
The search for the best method of 
paying physicians for service under or- 
ganized programs of medical care has 
been protracted and intensive in every 
civilized country. It still continues. 
Three basic methods have been tried out 
in the course of centuries: the fee-for- 
service method, the flat-rate method, 
and the salary method. All have certain 
elements in common. They provide for 
payment for any of the services covered 
by a program, thereby opening up an 
important source of income for the 
physician and reducing the amount of 
free service and bad debts so often ex- 
perienced in medical practice. They 
relate the remuneration of the physician 
to factors other than the economic con- 
ditions of the sick at the time he requests 
service, in contrast to the sliding scale 
that makes the doctor medicinae a tax 
collector, taking from his rich patients 
to give free or low-cost service to the 
poor. Each of the basic methods pos- 
sesses distinctive attributes. Each has 
advantages and disadvantages that must 
be carefully weighed with due considera- 
tion to the circumstances prevailing in a 
given country, region, or locality. 
In evaluating and comparing the 
financial arrangements, attention must 
be given to the rate as well as the form 


of payment, the effect on the type, qual- 
ity, and quantity of service as well as 
the time and total professional income 
of the physician, and to the administra- 
tive implications. Comparative studies 
covering all these points are lacking. 
Those which have been made have been 
limited to some factors, particular.y the 
costs. 

Publications on the subject are legion, 
but many are confusing rather than en- 
lightening. The terminology used by 
agencies and writers is far from uniform 
and often too vague to permit correct 
interpretation and valid conclusions. 
The opinions on the merits of the three 
methods are sharply divided and often 
diametrically opposed. It is therefore 
imperative to define the characteristics 
of each method as clearly as possible 
and to know the main arguments ad- 
vanced for and against it. It should be 
borne in mind that some of the state- 
ments have never been substantiated by 
scientific investigation. Others have long 
been disproved by experience but never- 
theless reappear regularly and blossom 
forth like perennials under loving care. 


FEE-FOR-SERVICE METHOD 

The fee-for-service method is ~harac- 
terized by three qualities. Payment is 
based on the type, number, and value of 
services actually rendered, standard fees 
or maximum fees are set for each type 
of service and published in a special fee 
schedule for a particular program or a 
generally valid official fee schedule, and 
the fees are uniform and binding for all 
participating physicians practising in a 
certain geographic area or rendering 
service under a given program. In gen- 
eral the fees are somewhat lower than 
those ordinarily charged in view of the 
fact that payment is certain, while collec- 
tions in other practice usually represent 
only a certain proportion of the charges. 
The amount of income which the physi- 
cian receives is influenced by both the 
number and kinds of service actually 
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rendered and the size of the fees. 

Adoption of such a system involves 
determination of the numerous items of 
service to be included in the fee sched- 
ule, assignment of a price to each item, 
and formulation of rules and regulations 
concerning the use and interpretation of 
the fee schedule, the procedures to be 
followed in submitting bills, and the con- 
trol of expenditures. Its effective and 
economical operation depends on the 
regular and prompt submission of accu- 
rate, itemized bills by the physicians and 
at least the review and audit of each bill 
and the regular payment of each account 
by the administrative agency. 

In many countries the fee-for-service 
method is preferred by the physicians 
and will be readily accepted by them 
because it is the very system to which 
they are accustomed by tradition. In the 
opinion of its advocates it is better 
suited to the needs and wishes of all 
than any other method of payment. It 
affords not only compensation in pro- 
portion to effort—taking at least partial 
account of the work actually done—but 
wide opportunity to adjust the fees to 
the value of the services. Moreover, 
it provides an incentive to give the best 
care to the patients and thereby serves 
to strengthen the bond of sympathy and 
interest between patients and physicians. 

The critics of this method point to a 
number of disadvantages. The system 
may have merits if only treatment of 
selected conditions is included in a pro- 
gram, but it is too difficult to operate 
and too expensive if the scope of service 
is comprehensive, including preventive 
as well as therapeutic services and care 
by specialists as well as general physi- 
cians. The emphasis is placed on “the 
number of acts done” rather than qual- 
ity, and upon treatment of disease rather 
than conservation of health. The highly 
skilled physician is penalized because 
the fee schedule is too rigid to offer a 
reward for work requiring special knowl- 
edge and experience. The method 
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hinders early referral of the patient to 
specialists and encourages excessive 
treatment, unnecessary service, espe- 
cially surgical operations, or the use of 
expensive therapeutic procedures, such 
as injections, because the physician may 
be guided by fear of losing his patient 
to a competitor, by the desire to “hold 
the good will of the patient,” or by 
financial considerations. 

It burdens the physician with much 
paper work—the very thing he hates— 
and requires a complicated, cumbersome 
and costly machinery for its administra- 
tion. Administrative control by author- 
ization and reauthorization of specific 
services, reviewing and adjusting of bills, 
or both is inevitable in order to prevent 
soaring costs with their detrimental ef- 
fect on the total budget or other services 
of the program. It may well happen 
that the payments to the doctor must be 
scaled down. What the physician finally 
receives is a product of two administra- 
tive procedures, the approval of his own 
bill and the reconciliation of all ap- 
proved bills with the available funds. 
At best, it is what he has claimed and 
at the worst it is a fraction of his claim. 
If different programs in the same locality 
have fee schedules allowing different 
charges for the same type of service, 
dissatisfaction and unrest among the 
medical profession are inevitable. 


FLAT-RATE METHOD 
The generic term flat-rate method 
denotes a variety of specific forms of 
payment that are alike in two respects: 
fixed amounts of money are paid regu- 
larly and the rates represent average 
payments that are not related to the 
number of services actually rendered to 
the individual patient. The principle of 
averaging rests on the assumptions that 
some of the persons covered by a pro- 
gram will require little service and others 
much and that the total compensation 
will be in proportion to the total amount 
of work for all patients. 
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The basis for determination of flat 
rates may be (1) the unit of time, tak- 
ing into account the number of hours, 
half days or full days actually worked 
by the physician, regardless of the num- 
ber of patients seen; (2) the clinic ses- 
sion, taking into account the number of 
sessions actually held, without regard to 
the exact number of hours worked or 
the number of patients examined or 
treated; (3) the case of sickness or ma- 
ternity, taking into account the number 
of cases actually attended, regardless of 
the .type and amount of services 
rendered; or (4) the number of persons 
who have chosen the physician for a 
specified period of time, taking into ac- 
count the number of persons eligible for 
service rather than that of the sick, 
irrespective of the type and volume of 
services rendered or the amount of time 
spent. The income of the physician de- 
pends on the size of the rate of compen- 
sation as well as the extent to which his 
services are utilized. 

In the opinion of its advocates the 
flat-rate method has advantages out- 
weighing its admitted disadvantages. If 
amount, scale and range of the compen- 
sation are adequate the method stimu- 
lates professional competition rather 
than financial competition. It provides 
an incentive to prevent illness and treat 
patients promptly, thoroughly, and eco- 
nomically, as the remuneration remains 
the same, whether a person is healthy 
or sick, whether the patient requires 
much or little service. The physician 
can rely on a regular and predictable 
income and is relieved of burdensome 
paper work, as no itemized bills are 
necessary. The administrative agency 
can estimate the probable expenses with 
a fair degree of accuracy and operate 
economically, because both computation 
of amounts payable and control of ex- 
penditures involve little in the way of 
administrative costs. However, the prin- 
ciple of averaging the remuneration is 
of limited applicability if the system of 
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individual practice of medicine is com- 
bined with the method of paying flat 
rates according to the number of eligible 
persons or cases of illness. 

Under this type of organization the 
flat-rate method can easily be employed 
for the compensation of general physi- 
cians because of the uniformity and pre- 
dictability of the basic types of care, but 
it is not practicable for remuneration of 
specialists because of the diversity and 
unpredictability of their services. Quite 
different is the situation if flat rates are 
paid to group practice units. Under 
such an arrangement the organizations 
receive payment in proportion to the 
total number of persons who have 
chosen the group, and the staff members 
distribute the income according to their 
own wishes in the form of fees, flat 
rates, salaries, or a combination of these 
bases and in amounts determined by 
more or less formal agreements. This 
procedure permits recognition of both 
competence and effort. The potential 
dangers of relating payment to the’ num- 
ber of persons on a physician’s list or to 
the number of cases of sickness attended 
can be averted by limiting the number 
of persons or patients to be accepted by 
a physician or by allowing a higher rate 
for the first 1,000 persons or cases and 
progressively declining rates thereafter. 

The opponents of the flat-rate method 
either deny the validity of the arguments 
advanced by the proponents or question 
the possibility of making an interesting 
theory work. Their objections are di- 
rected primarily against payment of flat 
rates according to the number of persons 
on the individual physician’s list or the 
number of cases of sickness attended by 
physicians in individual practice. They 
contend that a limited amount of pay- 
ment for unlimited service is a tempta- 
tion to give a little service to many 
patients hastily and superficially (“rush 
medicine”), to do indifferent, careless, 
or inferior work, or to refer as many 
patients as possible to other physicians, 
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particularly specialists, or to clinics or 
hospitals for continued treatment. Thus, 
the quality of medical care will deterio- 
rate, consistency of service will become 
a mockery, the time and skill of special- 
ists will be requested unnecessarily and 
excessively, and the total costs of the 
program may well increase. 

The conscientious physician giving 
freely of his time or the highly expe- 
rienced physician performing superior 
service is certain to lose because he will 
be overworked and underpaid, while the 
less scrupulous and less skilled is likely 
to gain. If only the general physicians 
are paid flat rates and specialists are 
compensated on the basis of another 
method, a host of problems is created. 
The difficulty of defining the two groups 
may be overcome but profound disagree- 
ment over the wisdom of distinguishing 
between general physicians and special- 
ists rather than between general physi- 
cian’s services and specialist services 
will prevent a satisfactory solution of 
the problem. Combination of the flat- 
rate method for general physician’s 
services with the fee-for-service method 
for specialist service requires administra- 
tive control procedures greatly reducing 
the possibility of cutting down admin- 
istrative expenses. Limitation of the 
work of the physician by placing ceilings 
on the number of patients or potential 
patients frequently is considered an in- 
fringement on the right to practise. 


SALARY METHOD 

The salary method is distinguished 
from the two others by the fact that 
fixed rates of compensation are paid pe- 
riodically, usually every month, for 
performance of certain duties by the 
physician, regardless of the number of 
healthy or sick persons seen or the num- 
ber of services rendered. Salaries are 
paid for part-time or full-time service 
and often represent net income. The 
rates are usually set for a year and 
their size is determined on the basis of 
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qualification, experience, and age and, 
often also, of length of service under a 
given program. The total income of the 
physician depends on the amount of time 
he devotes to service under a program, 
his professional status and skill, the 
salary scale and the type and amount 
of additional provisions known as “fringe 
benefits.” 

The proponents of this method argue 
that a guaranteed annual income com- 
mensurate with the duties to be per- 
formed frees the physician from the 
necessity of chasing after the elusive 
dollar and of the temptation to under- 
take more than he can master or to ac- 
cept financial advantages for the referral 
of patients. The physician can devote 
his whole energy to professional work 
rather than spending precious time on 
financial statements, collaborate with his 
colleagues without fear of losing pa- 
tients, and keep abreast of scientific 
progress without sacrificing income. 
Price competition is eliminated and 
quality competition encouraged, with 
resultant high standards of service. 
Administratively the method is advan- 
tageous because it involves no review, 
audit, and payment of countless different 
bills and thereby affords considerable 
savings. 

The full-time salary method is op- 
posed on many grounds that stem from 
the fear the physician would “sell the 
soul of his ideals for a mess of financial 
pottage” and lose his liberty for all time. 
A monthly salary check would kill the 
spirit of adventure, initiative, and free- 
dom to act and all incentive to be 
interested in the patient, with the result 
of grudging response to calls, indifferent 
or superficial service, and low quality of 
care. The personal relationship between 
patient and physician would be under- 
mined, if not destroyed. Appointments 
and promotions would be made on politi- 
cal grounds. Instead of being servants 
of the patients, the physicians would be 
servants of the program, “regimented 
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units of a system of bureaucratic con- 
trol,” compelled to perform their work 
at the pleasure of the administration 
Officials and ending up as shabbily 
treated and underpaid “jobholders.” 


SUPPLEMENTAL PAYMENTS BY PATIENTS 

Regardless of the method employed 
for the compensation of physicians, a 
service program may pay for the full 
cost of the standard services or for a 
definite proportion only. Full payment 
by the program implies that the patient 
is required to pay only for services de- 
sired for his special comfort and con- 
venience, that he must not offer “extra” 
payment for any of the services covered, 
and that the physician must neither de- 
mand nor accept money in addition to 
the compensation allowed by the pro- 
gram. Under the system of partial pay- 
ment by the program the patient may be 
required to make supplemental payments 
to the attending physician for specified 
services according to regulations, or the 
physician may be authorized to make 
additional charges with or without ob- 
ligation to observe limits set in official 
fee schedules. 

Full payment by the program, in the 
opinion of its advocates, enables the 
patient or potential patient to heed the 
advice “see your doctor early before 
he has to see you” and thereby encour- 
ages preventive measures, early diagno- 
sis, and prompt and thorough treatment. 
It protects the sick against unpredicta- 
ble, annoying, and possibly burdensome 
additional expenses and removes the 
temptation for the physician to raise 
his charges on the grounds that part of 
the cost will be paid by the program. It 
preserves the principle of service in con- 
trast to the principle of indemnification 
for expenses actually incurred. 

Those favoring supplemental pay- 
ments by patients argue that such a 
policy prevents abuse of the services 
and excessive demands on the time of 
the physician. Without “deterrents” 


patients would “run to the doctor for 
every sneeze, sniffle, and headache.’’ The 
obligation to contribute to the cost at 
the time service is demanded fosters a 
sense of responsibility and keeps the 
total cost of the program within reason- 
able limits. 

Between the extremists there is a 
school of thought advocating full pay- 
ment by the program for all “necessary” 
professional services at the office, clinic, 
and hospital; and partial payment for 
home visits in general or under par- 
ticular conditions, for drugs and appli- 
ances other than those declared “essen- 
tial,’ and for materials needed for 
certain diagnostic and _ therapeutic 
procedures. 


PRESENT PATTERNS 

The extent to which the three basic 
methods have been employed in the past 
and the frequency of their utilization at 
present vary not only from country to 
country but from one section of the 
same country to the other and from one 
type of program to the other in the same 
geographic area. A few examples will 
serve to show the diversity of patterns 
in some democratic countries. 

In the United States the majority of 
all physicians rendering direct service 
under the various programs of medical 
care are compensated on the basis of 
the fee-for-service method, the part-time 
salary method, or the flat-rate method, 
in this order of frequency, and the 
minority hold full-time salaried posi- 
tions. In Great Britain, where all but 
a small number of physicians are par- 
ticipating in the National Health Service, 
most of the “general practitioners” are 
paid flat rates per person on their lists 
and all specialists receive salaries for 
part-time or full-time work under the 
program of public medical care. In 
Denmark, where practically all physi- 
cians render service under the func- 
tionally coérdinated extensive systems 
of public medical care and compulsory 
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insurance against sickness costs, the 
large majority of all general physicians 
receive fixed annual amounts for every 
person on their lists and supplementary 
fees for certain services, such as night 
calls; most specialists hold full-time 
salaried positions in hospitals; and a 
small minority of general physicians 
and specialists are paid on the basis of 
the fee-for-service method. In Norway, 
where almost all physicians participate 
in the large-scale system of compulsory 
sickness insurance operated in conjunc- 
tion with extensive provisions for public 
medical care, the physicians who are not 
on the staff of a hospital bill the insured 
patients according to an official fee 
schedule and the insured is reimbursed 
for the larger part of the cost, while 
most specialists are paid salaries for 
part-time or full-time work in hospitals. 
In Sweden, where a broad system of 
public medical care is supplemented by 
subsidized voluntary insurance plans 
covering general physicians’ services, 
the majority of all general physicians 
derive the bulk of their income from 
salaries paid by public agencies for part- 
time work and from fees allowed by the 
voluntary insurance organizations. Al- 
most all specialists are full-time or part- 
time members of salaried hospital staffs. 

The variations in the utilization of the 
basic methods under identical conditions 
as well as different types of programs in 
the same country are strikingly exempli- 
fied by the situation in the United 
States. The fee-for-service method is 
generally employed by certain tax-sup- 
ported programs, such as the Vocational 
Rehabilitation Service and the “Home 
Town” program of the Veterans Admin- 
istration, by the voluntary medical care 
insurance plans known as Blue Shield 
plans, and by the Workmen’s Compen- 
sation programs. It is frequently used 
by programs of public medical care cov- 
ering recipients of public assistance and 
“medically needy” persons and by Crip- 
pled Children’s programs for the pur- 


AMERICAN JOURNAL OF PuBLIC HEALTH 


Feb., 1952 


pose of paying for treatment. Often the 

“fees for the same type of service requir- 
ing the same skill and time vary consid- 
erably from program to program in the 
same area. 

Payment of flat rates per unit of time 
or per clinic session is the prevailing 
method of compensating physicians for 
service at diagnostic clinics under the 
Crippled Children’s programs and is not 
uncommon under the other programs of 
public medical care. Flat rates per eli- 
gible persons are paid by some programs 
of public medical care for the needy, 
such as that in Baltimore, and by the 
Health Insurance Plan of Greater New 
York which makes per capita payments 
to the group practice units, leaving dis- 
tribution of the sums to the affiliated 
physicians. 

The part-time salary method is uti- 
lized by at least eight state agencies in 
charge of Crippled Children’s programs 
for the purpose of compensating physi- 
cians for a varying combination of 
diagnostic, consultative, and therapeutic 
services and by a number of local units 
of government employing town, city, or 
county physicians to render home care, 
office care, or both to needy persons. 

Full-time salaries are paid primarily 
to physicians on the staffs of hospitals 
operated as centers of medical care pro- 
grams, such as those of the Veterans Ad- 
ministration and the U. S. Public Health 
Service, and occasionally to physicians 
responsible for home, office, clinic, and 
hospital care, or only some of these 
types under programs of public medical 
care for needy persons, as in Buffalo, 
N. Y., Cincinnati and Cleveland, Ohio, 
Louisville, Ky., and Sacramento, Calif. 
Guaranteed annual incomes, comprising 
a basic salary and additional payments 
for full-time service, are common under 
voluntary group-practice prepayment 
plans. 

COMMENTS 

If the problem of paying physicians 

for service in medical care programs is 
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to be discussed fruitfully, the basic con- 
flict arising out of the conception of 
“medicine as a profession of a cultivated 
gentleman” (Sir William Osler) must be 
clearly and fully realized. As R. H. 
Tawney has said so well, the meaning 
of the physician’s profession, both for 
himself and the public, “is not that he 
makes money but that he makes health.” 
Although he enters the profession for 
the sake of livelihood, “the measure of 
his success is the service which he per- 
forms, not the gains which he amasses.” 
If the physician lives up to professional 
ideals and strictly observes the code of 
ethics embodied in the Hippocratic oath 
he may well conclude his days in pov- 
erty. If he acts like a businessman he 
can acquire a big bank account and a 
large estate within a few years but will 
furnish ample ammunition for com- 
plaints about commercialism in the sys- 
tem of private practice. A well organ- 
ized and efficiently administered system 
of paying physicians for service in medi- 
cal care programs can markedly reduce 
the dilemma confronting the possessor 
of the most humane of arts. 

Experience in the United States with 
the basic methods of payment permits 
six broad statements. 


1. Missionaries by far outnumber merce- 
naries among the participating physicians. 
This very fact testifies to the importance of 
administrative procedures protecting the hon- 
est, conscientious, and careful physicians 
against those relatively few colleagues who, 
unintentionally or deliberately, cause serious 
damage to a medical care program by disre- 
garding established standards of service, ig- 
noring the rules for the operation of the plan, 
or violating the principles of professional 
ethics. 


a The payments from both tax-supported 
and insurance programs to participating physi- 


cians have multiplied in the last twenty years. 
They constitute a steadily growing proportion 
of the total professional income for a con- 
tinuously increasing number of physicians in 
private practice and the sole source of support 
for more than ten thousand physicians devot- 
ing their full time to direct service under 
public programs. Although some physicians 
in private practice derive substantial, if not 
huge, incomes from certain programs, espe- 
cially insurance plans, the average situation 
leaves much room for improvement. Fully 
justified criticism is directed against fee 
schedules lacking the flexibility so necessary 
for adjustment of fees to services requiring 
unusual skill; against flat rates and part-time 
salaries too low and toe limited in range to 
attract or hold competent physicians; and 
against full-time salaries insufficient to satisfy 
specialists or unprotected by tenure. 

3. If the countless articles in medical 
journals reflect opinions correctly, most physi- 
cians are concerned more over the rate of 
payment and the total income than over the 
form in which they are compensated by a 
program, provided they are given complete 
freedom to render service according to their 
own conviction and to establish and maintain 
the usual professional relationship with their 
patients. Almost all programs have adopted 
specific provisions establishing the principle of 
professional independence and protecting the 
patient-doctor relationship. 

4. The dollar buys more service, and admin- 
istration of a program is simpler and more 
economical, if payment to physicians is made 
on the basis of the flat-rate or salary methods 
rather than the fee-for-service method. How- 
ever, cheap medical care is always costly. 

5. To be satisfactory, a system of payment 

to physicians must encourage adequate service 
in health and sickness, provide an income re- 
lated to ability and effort as well as work 
load, and be easy and inexpensive to admin- 
ister. 
6. No method of payment possesses the 
magic power of producing high quality of 
service. Any systematic arrangement for the 
compensation of physicians must be an integral 
part of a service organization designed to at- 
tain effective teamwork between general physi- 
cians and specialists and highest possible 
standards of medical care. 
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The Relation Between Recent Injections 
And Paralytic Poliomyelitis in Children* 


MORRIS GREENBERG, M.D., M.S.P.H., F.A.P.H.A., HAROLD 
ABRAMSON, M.D., HELEN M. COOPER, ano 
HELEN E. SOLOMON 
Director, Epidemiologist, and Assistants, Bureau of Preventable Diseases, 
Department of Health, New York, N.Y. 


EVERAL factors have been sus- 

pected of predisposing individuals 
to a higher incidence or a more severe 
form of poliomyelitis. Among these 
may be mentioned trauma,":? tonsillec- 
and preg- 
nancy.":* Reports of an apparent rela- 
tion between prior immunization and 
poliomyelitis were made by DeTeys- 
sien® in 1921, and later by Jermu- 
lowicz,’® Molinari," Banerjea,’* Mazel, 
et al.,° Brain,’* Verjaal,° and Rus- 
sell." These reports were based on 
observations made in one or several 
cases. During 1950 a number of British 
and Australian investigators reported on 
studies in groups of cases '**3 which in- 
dicated that in children recently inocu- 
lated with pertussis vaccine, diphtheria 
toxoid, or tetanus toxoid the injected 
limb was more frequently the site of 
paralysis than was the case in children 
not recently inoculated. Hill and 
Knowelden,** in a careful statistical 
study, corroborated these findings. They 
also observed that a history of recent 
immunization was obtained more fre- 
quently in cases of poliomyelitis than in 
matched controls and considered it pos- 
sible that recent inoculations may have 
shifted some of the cases of poliomyelitis 


* Presented before a Joint Session of the Epidemi- 
ology, Health Officers, Laboratory, and Maternal and 
Child Health Sections of the American Public Health 
Association at the Seventy-ninth Annual Meeting in 
San Francisco, Calif., October 31, 1951. 


from the abortive to the clinically 
recognized group. In this country, 
Anderson and Skaar* have confirmed 
the British observation of a correlation 
between the site of injection and the site 
of paralysis. 

On the other hand, Breen and Ben- 
jamin ** found that, out of a total of 
356 cases under age 5 in the London out- 
breaks of 1947 and 1949, only 58 had 
a history of recent inoculation and in 
only 33 was a real association estab- 
lished between paralysis and injection. 
They doubted that the association 
colored the epidemiological picture of the 
London outbreaks. McLeod ** studied 
an outbreak in Belfast in 1950. He ob- 
tained data on immunization from 73 
paralytic children, of whom 33 had been 
inoculated at various times before the 
onset of their paralysis. He was unable 
to demonstrate a relationship between 
the site of injection and the site of 
paralysis; but he admitted that his ex- 
perience was limited. 


METHOD 

The present study includes all cases 
of poliomyelitis reported to the New 
York City Department of Health in 
1949 and 1950 among children 5 years 
of age and under from whom an accu- 
rate history of previous injections could 
be obtained. Upon the notification of 
a case, a complete epidemiological his- 
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tory was obtained by a physician within 
a month of onset. This included the 
clinical picture, results of spinal fluid 
examinations, and outcome of the case. 
In addition, a history of injections re- 
ceived by every member of the family in 
the age groups studied was obtained. 
This included the dates of inoculations 
and types of materials used. A month 
after onset, cases were revisited by 
public health nurses, who checked on 
paralysis. Necessary corrections were 
entered on the original cards. During 
1950, the investigation was extended to 
include children from 6 to 10 years of 
age, and the physician also visited a 
neighboring family in which no case had 
occurred and obtained a similar inocula- 
tion history of all children 10 years of 
age or under. These histories were used 
in the selection of a control group. 

The data obtained from controls in 
1950 were entered on cards and arranged 
by age and sex. The case histories for 
that year were similarly arranged. For 
each case a card was pulled at random 
from the corresponding control group 
and the date of onset of the case entered 
on it. The time span between this 
assigned date and the date of inocula- 
tion previded intervals among the con- 
trols comparable to the interval between 
inoculation and onset among the cases. 
There were more controls than cases in 
each group except for age 5, female, and 
age 8, male. Two controls were lacking 
in the former and five in the latter. 
They were obtained from control groups 
of corresponding age and sex in 1951. 
Thus, for 1949 and 1950 data were 
availabie on the time interval between 
inoculation and onset of poliomyelitis in 
the cases, and for 1950 on inoculations 
and the presumed onsets in the matched 
controls. The agents used in the in- 


jections were also known for both cases 
and controls. 

The data from cases in 1949 and 1950 
were arranged by time interval between 
inoculation and onset. The data for the 
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1950 controls were similarly arranged. 
All cases and controls showing an in- 
terval of not more than 3 months be- 
tween inoculation and onset were further 
checked for accuracy by communicating 
with the physician who had given the 
injection and obtaining from his records 
the dates of and materials used for the 
inoculations. Confirmations were ob- 
tained in about 75 per cent of those 
questioned. The differences between the 
statement of the mother and the doctor’s 
records were surprisingly few. Where 
such a difference existed, the doctor’s 
record was accepted. Where no record 
was kept by the doctor, the mother’s 
statement was accepted if her reliability 
was judged to be good. Otherwise the 
case was not used in the study. 

All data were entered on coding sheets 
and punch cards made. ‘These were 
processed by’ tabulating machines. 

Since no data on immunization were 
obtained on children over 5 years of 
age in 194). the analyses for the two 
years are limited to children 5 years of 
age or under. It should be pointed out 
that the results apply to the O-S year 
age group, but not necessarily to each 
year of age in the group. Further 
analysis is needed to clarify this. Al- 
though the figures for the 6-10 year 
age group are not used in the two year 
analysis, their inclusion would make no 
significant statistical change. The dis- 
cussion of immunization histories in 
cases and controls is limited to the year 
1950 and therefore includes all children 


aged 10 years or under. 


RESULTS 

The total number of cases studied was 
1,300, of which 681 occurred in 1949 and 
619 in 1950. Table 1 indicates their 
distribution by age, sex, paralysis, and 
history of previous inoculation. Of the 
total number, 879 had received their last 
injection with DPT, 259 with penicillin, 
and 117 with other or unknown agents. 
The term DPT signifies an injection with 
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Taste 1 


Cases of Poliomyelitis by Age, Sex, Paralysis, and History of Previous Inoculation, 
New York City, 1049-1950 


Sex Interval Between Inoculation and Poliomyelitis, in Months 
Age Fe- NotIn- At Un- 
In years Male male Total 0-1 1-2 2-3 3-6 6-12 124+ culated Onset known 


0-1 $1 39 90 41 il 9 4 3 - 19 1 2 
Paralyzed 48 37 85 39 11 8 3 3 - 18 1 2 
Not Paralyzed 3 2 5 2 - 1 1 - - 1 = - 


1-S 573 376 949 79 39 32 90 112 516 26 23 32 
Paralyzed 413 293 706 56 27 25 78 86 375 20 17 22 
Not Paralyzed 160 83 243 23 12 7 12 26 141 6 6 10 


Total 779 $21 1,300 132 54 


diphtheria toxoid, pertussis vaccine, or 
tetanus toxoid, singly or in any combi- 
nation. About 41 per cent had received 
a triple mixture of diphtheria toxoid, 
pertussis vaccine, and tetanus toxoid; 
27 per cent diphtheria toxoid only; 15 
per cent pertussis vaccine alone; and 
10 per cent a mixture of pertussis vac- 

‘ cine and diphtheria toxoid. Four per 
cent had. been inoculated with tetanus 
toxoid only, and an equal percentage 
with a mixture of diphtheria and tetanus 
toxoids. Thus, about 80 per cent had 
been inoculated with diphtheria toxoid, 
65 per cent with pertussis vaccine, and 
50 per cent with tetanus toxoid. The 
data were insufficient to permit deter- 
mination of the influence of each of these 
antigenic agents alone. 

There were 132 children injected not 
more than a month before onset, 343 
between a month and a year prior 
thereto, and 701 more than a year before. 
In the latter group, information was 
obtained about the type of injection, but 
no attempt was made to learn the exact 
date of inoculation and the limb in- 
jected, since it was felt that the in- 
formation would not be sufficiently re- 
liable. The 36 children who had been 
injected on the day of onset had re- 
ceived penicillin in all but one case, 
probably as a therapeutic measure be- 


45 103 141 701 45 36 43 


fore a definite diagnosis was made. In 
43 instances no information was ob- 
tained on the interval between injection 
and onset of poliomyelitis. In the total 
group there were 779 boys and 521 girls. 

It will be noted that in all age groups, 
by reference to columns 5 to 9 of Table 
1, there is a concentration of cases in 
the month following the last injection, as 
was pointed out by Anderson and 
Skaar.*® Thus, in age group 0-1 year, 
41 cases occurred within a month after 
the last inoculation; 11 between 1 and 
2 months; 9 between 2 and 3 months, 
4 between 3 and 6 months, an average 
of 1 per month; and 3 between 6 and 12 
months, an average of 1 case in 2 
months. Such a concentration suggests 
a relationship between recent injection | 
and poliomyelitis. 

Injected and Paralyzed Limbs—In- 
formation about the exact site of the last 
injection was available in 160 children 
in the age group 0-5 years (Table 2). 
Of these, 80 had been injected with 
DPT, 31 with penicillin and 49 with 
other agents. 

Among those inoculated with DPT, 27 
had received their last injection within 
a month of onset of poliomyelitis and 
53 between a month and a year before. 
Thirty-three per cent of the former and 
13 per cent of the latter were paralyzed 
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Taste 2 


Relation Between Injected and Paralyzed Limb After Inoculation with DPT, Penicillin, and 
Other Agents, in Children 5 Years of Age or Under, New York City, 1949-1950 


Interval Between Last Number In- Paralyzed in Injected Limb 

Injection and Onset of jected in = A ~ 

Agent Used Poliomyclitis, in Mo®ths Known Site Number Per cent 
oi. 27 9 33 
1- 2 13 2 1s 
DPT 0 0 
1-12 $3 7 13 
6 3 50 
1-2 4 36 
Penicillin 2-3 2 , 50 
1-12 ts 7 28 
o-1 0 _ 
1-2 6 0 
Other agents 2-3 6 0 Ne 
1-12 48 6 13 
o-1 34 12 35 
1-2 30 6 20 
All agents 2-3 16 1 6 
1-12 126 20 16 


in the injected limb, a statistically sig- 
nificant difference. 

Among the children who had received 
penicillin within a year of onset of polio- 
myelitis, a similar difference was found 
between those injected not more than a 
month before and those injected between 
a month and a year before. However, 
the numbers were small and the dif- 
ference was not statistically significant. 
Among the 49 children injected with 
other agents, only 1 had received an 
injection within a month of onset of 
poliomyelitis. When all agents were 
combined, there were 34 children in- 
jected not more than a month before 
onset and 12, or 35 per cent of these, 
were paralyzed in the injected limb. On 
the other hand, 126 children had been 
injected between 1 month and 1 year 
before onset, and 20, or 16 per cent, 
were paralyzed in the same limb. The 
difference is statistically significant. 

Injection into Unspecified Arms or 
Legs—In some cases there was informa- 
tion that the injections with DPT had 
been given in the arm, but whether right 
or left was not known. The number of 
these children who developed paralysis 
in the limbs was ascertained. There 


were 18 among those inoculated not 
more than a month before onset of polir- 
myelitis and 43 among those inoculated 
from 1 to 12 months before onset. 
Paralysis of the arms occurred among 
56 per cent of the former and 21 per 
cent of the latter, a statistically signifi- 
cant difference (Table 3). 

There were too few children injected 
with DPT in the legs to permit adequate 
comparison between the recently and the 
more remotely injected cases. 

All injections of penicillin had been 
given in the legs. There were 134 chil- 
dren so injected within a year of onset 
of poliomyelitis. No significant difference 
in the percentage of paralyzed legs was 
found between those recently injected 
and those injected some time before 
(Table 3). 

Weekly Interval Between Injection 
and Onset—When the cases occurring 
within a month after injection were 
arranged by weeks, no marked pre- 
ponderance of cases was noted in any 
one week. However, in the DPT-injected 
children some bunching of cases was 
noted in the 2nd week after injection. 
Of the total of 55 cases occurring in the 
4 weeks after the last injection, 18, or 
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Taste 3 


Relation Between Injected and Paralyzed Limbs in Cases Injected with DPT in the Arms end 
Penicillin in the Legs, Which Arm or Leg Not Specified, in Children 5 Years of Age or 
Under, New York City, 1949-1950 


Interval Between Last Number 
Injection and Onset of Number Paralyzed Paralyzed 
Agent Used Poliomyelitis, in Months Number Injected In Limbs in — 
Arms 
- 1 20% 
DPT 2-3 6 6 2 (33%) 
1-12 57 43 9 (21%) 
Legs 
- 4 (80%) 
Penicillin 2-3 8 5 4 (80%) 
1-12 82 49 36 (90%) 
TABLE 4 


Cases of Poliomyelitis Occurring in the 4 Weeks Following Injection with All Agents, by Days 
After Injections, Children 0-5 Years of Age, New York City, 1949-1950 


DPT Penicillin Other Agents Total 
Days Ajter Total Number Total Number Total Number Total Number 
Injection Cases Paralyzed Cases Paralysed Cases Paralyzed Cases Paralysed 
1-7 il 7 32 2s - - 43 34 
&-14 18 18 1 7 1 1 30 26 
15-21 “4 12 8 5 1 1 23 18 
22-28 12 10 7 4 - - 19 “4 
Total 55 49 58 41 2 2 115 92 


33 per cent, occurred in the 2nd week. 
In the 1st, 3rd, and 4th weeks after the 
last injection with DPT, there were 11, 
14, and 12 cases, respectively. Further- 
more, all 18 cases that occurred in the 
2nd week were paralytic, while in the 
other three weeks the paralytic cases 
were respectively 9, 12, and 10 (Table 
4). 

Evaluation of the group last injected 
with penicillin is somewhat complicated. 
A large number of cases, 32 out of a 
total of 58, occurred in the ist week 
after the last injection of penicillin, most 
of them in the first 3 days. One wonders 
whether many of these injections were 
given therapeutically, after the child 
became ill with poliomyelitis and before 
a diagnosis was made. If this is the 
case, then the apparent adverse effect of 
recent injections of penicillin noted in 


some of the tables may not be of any 
importance. In none of the tables was 
the difference between the effect of re- 
cent and remote injections of penicillin 
large enough to be of statistical 
significance. However, even the slight 
differences may be wiped out if some of 
the injections were given after onset but 
before symptoms were sufficiently char- 
acteristic for a diagnosis to be made. 
The cases injected in a known site in 
the month preceding onset of polio- 
myelitis were also arranged by week of 
onset after injection. The numbers of 
injected limbs paralyzed in each week 
were too small to allow the emergence 
of any particular pattern (Table 5). 
Ratio of Arm to Leg Paralysis— 
Since four-fifths of all DPT injections 
had been given in the arms and all peni- 
cillin injections in the legs, it appeared 
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Relation Between Injected and Paralysed Limb in Cases of Poliomyelitis, by Week After 
Injection, Children 0-5 Years of Age, New York City, 1949-1950 


Number Injected in Known Site Paralyzed in Injected Limb 
Days After Other Other 
Injection DPT Penicillin Agents Total DPT Penicillin Agents Total 
i-7 6 3 - 9 2 1 ~ 3 
8-14 7 2 1 9 1 1 - 2 
15-21 5 - - 6 2 - - 2 
22-28 7 1 3 1 - 
Totai 25 6 1 32 8 3 ~ ul 
6 


Ratio of Leg to Arm Paralysis in Children 5 Years of Age or Under, Inoculated with DPT or 


Penicillin, or Not Inoculated, 


New York City, 1949-1950 


Number of Children Number of Limbs 
Interval Between Last In- Paralyzed in Limb Paralyzed 

jection and Onset of — A — — A — 

Agent Used Poliomyelitis, in Months Legs L/A Arms Legs Lia 
o-1 22 33 1.5 27 44 6 

1- 2 4 13 3.3 4 20 $5.0 

DPT 2-3 6 13 2.2 8 19 2.4 
1-12 24 83 3.5 29 ill 3.8 

o1 9 33 3.7 10 49 4.9 

1-2 7 9 1.3 & ll 1.4 

Penicillin 2-3 1 s 5.0 2 8 4.0 
1-12 23 53 2.3 28 69 2.5 

None Not Inoculated 10 31 3.1 12 42 3.5 


profitable to compare the ratios of leg 
to arm paralysis in the two groups, 
whether the site of injection was known 
or not. It will be noted in Table 6 that 
among the children not inoculated, three 
to four times as many were paralyzed in 
the legs as in the arms. This held true 
also for children inoculated with DPT 
more than a year before onset and be- 
tween 1 month and 1 year before onset. 
However, among those children injected 
with DPT not more than a month before 
onset, almost as many arms as legs were 
paralyzed, indicating a definite influence 
of the injecting agent. 

In the penicillin-injected group, where 
all injections were given in the legs, a 
greater percentage of leg paralysis 
occurred among the children inoculated 
within a month than among those in- 
oculated more than a month before 
onset of poliomyelitis. The difference 


was not statistically significant and, as 
already indicated, there is doubt that 
all the injections preceded onset of 
poliomyelitis. 

In both the DPT and the penicillin 
groups the ratios of arm to leg paralysis 
were approximately the same, whether 
one compared paralyzed children or 
paralyzed limbs. In the group injected 
with other agents, the figures were too 
small in some categories to make com- 
parisons worth while. 

Severity of Cases—Studies on the 
severity of poliomyelitis following ton- 
sillectomy indicate that the bulbar type 
is many times more frequent in cases 
that have had a recent tonsillectomy 
than in those that have had none or that 
had one in the more distant past.-* It 
was of interest to determine whether 
this held true also for children recently 
injected. In Table 7 the cases that had 
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received an injection of DPT or peni- 
cillin were arranged according to clinical 
types. Those called spinal paralytic had 
paralysis resulting from involvement of 
the spinal cord only; those called bulbar 
had involvement of a cranial nerve or 
medullary center, alone or combined with 
paralysis of the trunk or a limb, and 
accounted for almost all the deaths. For 
comparison, the cases that had never 
been inoculated were similarly arranged. 
It will be seen that the percentage dis- 
tribution of cases inoculated with DPT 
within a month of onset of poliomyelitis 
according to nonparalytic, spinal para- 
lytic, and bulbar types hardly differs 
from the percentage distribution of cases 
inoculated 1 month to 1 year before 
onset, or of those not inoculated. 
Similar comparison made in children 
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previously injected with penicillin also 
shows no significant difference in 
severity of the poliomyelitis, whether 
the injections had been given recently 
or some time in the past. An analysis 
made separately for children under 1 
year of age, for those between 1 and 5 
years, and for those in the 6 to 10 year 
age group also showed no significant 
differences in the types of clinical 
poliomyelitis, whatever the agent used 
and whatever the time interval between 
injection and onset of poliomyelitis. 
Anderson and Skaar** also found no 
increase in bulbar cases in the recently 
injected group. However, they divided 
their spinal paralytic cases into severe 
and mild paralysis. They were able to 
demonstrate a more severe paralysis in 
the children immunized in the previous 


7 


Cases of Poliomyelitis According to Clinical Type and History of Previous Inoculation with 
DPT or Penicillin, Children 5 Years of Age or Under, New York City, 1949-1950 


Interval Between Last Inoculation and Poliomyelitis, in Months 
—* 


Not In- 
0-1 1 2-3 1-12 oculated 
Agent Used Type of Case No. %o No. o- No. “ No. % No. % 
Nonparalytic 7 12 5 23 2 a 20 15 7 16 
Spinal “ at 75 15 68 13 62 90 68 33 73 
Total 59 100 22 100 21 100 132 100 45 ‘ 100 
Nonparalytic 17 29 7 35 4 40 30 28 
hie Spinal “ 37 64 13 65 5 50 62 57 
Penicillin Bulbar “ 4 7 
Total 58 100 20 100 10 100 108 100 
8 


Comparison of the Histories of Injections with DPT or Penicillin of Cases of Poliomyelitis, 
Children 10 Years of Age or Under, and in Their Matched Controls, New York City, 1950 


Interval Between Last 
Injection and Onset of 
Poliomyelitis, in Months 


o-1 
1-2 
2-3 
1-12 


o-1 
2-3 
1-12 


Agent Used 


DPT 


Cases Controls 
26 (33%) 6 (10%) 
8 (10%) 10 (16%) 
7 ( 9%) 5 ( 8%) 
52 57 
27 (24%) 13 (13%) 
7 ( 6%) 12 (12%) 
9 ( 9%) 8 ( 8%) 
84 91 
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month than in those inoculated 2 to 6 
months before. We did not have 
sufficient information on severity of 
paralysis to make such an analysis. 

The other agents injected not more 
than a month before onset of polio- 
myelitis were too few in number to make 
discussion of them of value. 

Controls—During the 1950 investiga- 
tion, the physician who obtained the 
immunization history of the family in 
which a case occurred also obtained a 
similar immunization history from a 
neighboring family where no case had 
occurred. By matching controls to 
cases, as indicated earlier in this paper, 
one could compare the number of in- 
jections that cases and their matched 
controls had received recently and in the 
past. The distribution of the different 
types of immunizing agents was essen- 
tially the same in cases and in controls: 


Cases Controls 
No. % No. %&% 
Diphtheria toxoid 4s it 43 «#10 
Pertussis vaccine 12 3 12 3 
Tetanus toxoid 6 2 7 2 
Diphtheria toxoid 
and pertussis vaccine 178 44 212. «49 
Diphtheria and 
tetanus toxoids 1 1 
Diphtheria and 
tetanus toxoids and 
pertussis vaccine 1539 39 147 «35 
Total 405 100 425 100 


The results are shown in Table 8. It 
will be noted that for both DPT and 
penicillin a significantly larger percent- 
age of cases than of controls had been 


injected within a month of onset of 
poliomyelitis than in the preceding 11 
months. In the group injected with 
other agents, the numbers were too small 
for valid comparison. When the total 
group of 619 cases and a similar number 
of controls were compared, the results 
were similar (Table 9). Only in the 
groups injected not more than a month 
preceding the onset of poliomyelitis was 
there a significant difference between the 
percentages of cases and controls that 
had received injections, two and a half 
times greater in the former than in the 
latter. 


DISCUSSION 

This investigation corroborates the 
published findings of other investigators 
that there is a relationship between re- 
cent inoculation with diphtheria toxoid, 
tetanus toxoid or pertussis vaccine 
(DPT) and the development of para- 
lytic poliomyelitis. This is indicated by 
the fact that a significantly larger per- 
centage of children was paralyzed in the 
injected limb when the last injection 
had been received not more than a 
month preceding onset of poliomyelitis 
than when received from a month to a 
year before. Also, where the precise 
site of injection was not known, but 
where it was known that the injection 
of DPT had been given in the arms, a 
similar difference occurred in the per- 
centage of arm paralysis, depending on 
whether the inoculation prior to onset 
of poliomyelitis .was recent or remote. 


Taste 9 


Comparison of the Histories of Injections with All Agents in Cases of Poliomyelitis, Children 
10 Years of Age or Under, and in Their Matched Controls, New York City, 1950 


Interval Between Last Injection and Onset of Poliomyelitis, in Months 


_ 
At Onset 

Not 
Total 0-1 1-2 2-3 1-12 12+ Injected Unknown 


No. % No. % No. % No. 


% No. % No. % Ne. %&% No. % 


Cases 619 100 56 9.0 19 3.0 21 (3.4 163 26.3 334 54.0 14 2.3 $2 8.4 
Controls 619 100 21 3.4 25 4.9 15 2.4 173 27.9 358 57.8 18 2.9 49 7.9 
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Furthermore, in all inoculations with 
DPT, 85 per cent of which had been 
given in the arms, the usual ratio of leg 
to arm paralysis changed from about 3 
to 1 to approximately 1 to 1 when the 
inoculation had been given not more 
than a month before onset. If the in- 
terval between injection and onset was 
greater, or if there had been no inocu- 
lation, the usual ratio prevailed. 

The separation of cases that occurred 
in the month following the last injection 
of DPT, by weeks of incidence, showed 
some bunching of cases in the 2nd week. 
This suggested that the effect of the in- 
jection was felt mainly during the in- 
cubation period. 

The results of injections with peni- 
cillin were not clear-cut. An analysis of 
the cases that followed within a month 
after the last injection of penicillin indi- 
cated a concentration of cases in the 
first few days after the injection. There 
is a strong probability that these injec- 
tions were given therapeutically after 
onset but before a diagnosis was made. 
If ‘hese cases are omitted, even the 
slight differences that were occasionally 
noted between the effects of recent and 
more distant injections of penicillin lose 
their significance. It is pertinent to 
mention that in the next to last column 
of Table 1 there are noted 36 cases of 
poliomyelitis that had been injected on 
the day of onset. They were not used 
in the comparison of recent and remote 
injections. All but one of the injections 
were of penicillin. Here, too, the sup- 
position is strong that the injections were 
given therapeutically, after onset. 

An analysis of the histories cf previous 
inoculations, obtained from cases of 
poliomyelitis in 1950 and from their 
matched controls, indicated that a sig- 
nificantly larger percentage of cases 
than of controls had received injections 
in the month preceding onset, or pre- 
sumed onset, of poliomyelitis. This was 
true both for DPT and for penicillin. 
It suggests, but does not prove, that 
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there may be an increased incidence of 
recognizable poliomyelitis in recently in- 
jected children. The possibility is 
enhanced by the fact that, as noted be- 
fore in Table 1, a concentration of cases 
is seen in the month following the last 
injection. Whether this applies to peni- 
cillin- as well as to DPT-injected chil- 
dren depends, as previously stated, on 
whether injections of penicillin, given 
presumably before onset of poliomyelitis, 
had not really been given before diag- 
nosis but after onset. Further study 
should elucidate this problem. 

It is true that in all comparisons 
made, the actual numerical differences, 
even when statistically significant, were 
small. However, for DPT, the consis- 
tency of the trend and the fact that a 
number of other investigators found 
similar differences tend to strengthen 
the hypothesis that a definite relation- 
ship exists between recent injections and 
poliomyelitis. Hill and Knowelden ** 
and Anderson and Skaar *° have stressed 
the fact that the relationship exists only 
for recent injections. As in the case of 
tonsillectomy, there is no evidence in 
our investigations, either, that injections 
received in the more distant past have 
any influence whatever on the localiza- 
tion or occurrence of poliomyelitis. It 
should be noted in Tables 2, 3, 6, 8, 
and 9 that the differences found by a 
comparison of the intervals 0-1 and 
1-12 months after last inoculation do 
not obtain when similar compari- 
sons are made between the interval 1-2 
or 2-3 months after the last injection 
and the rest of the year. Obviously, the 
influence of the last injection does not 
extend beyond a month following the 
last injection. 

When the injected cases were sepa- 
rated according to clinical types, there 
was no evidence that recent injections 
have any influence on the bulbar type 
of poliomyelitis, and therefore on deaths. 
The percentage distribution of cases re- 
cently injected with DPT was little 
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different from the distribution of non- 
injected cases. No attempt was made 
to divide the spinal paralytic cases into 
mild and severe ones. There is some 
indication in the work of others that 
recent injections tend to favor a more 
severe form of spinal paralysis. 

The practical question that presents 
itself to health officers and physicians 
generally as a result of these and other 
published data is, what should their 
attitude be toward routine and other 
inoculations during the season of in- 
creased incidence of poliomyelitis? There 
are no published data to indicate the 
relative incidence of poliomyelitis in re- 
cently injected as compared with non- 
injected children. Korns, Albrecht, and 
Locke have estimated that the incidence 
of poliomyelitis in persons inoculated 
not more than 2 months before onset 
of poliomyelitis is about twice that of the 
uninoculated.2* In New York City the 
median of annually reported cases of 
poliomyelitis is about 600, and less than 
3 per cent of these occur in children 
under 1 year of age. In 1950, a little 
over 1,000 cases were reported. By 
actual count, 27 of these were in infants 
under 1 year of age and 18 of them had 
received an injection of some kind dur- 
ing the year. Ten infants had been 
inoculated with DPT not more than 2 
months before onset. 

Presumably, if no inoculations had 
been given to infants under 1 year of 
age in 1950, half of the 10 cases would 
have come down with poliomyelitis. The 
extra hazard from inoculations was 
therefore limited to 5 children in a year 
when 1,000 cases were reported. In an 
average year, when about 600 cases are 
reported, the extra hazard might involve 
3 children, or 1 child in about 50,000 
of that age in the population. The risk 
is probably even lower, since for 6 to 8 
months of the year children are hardly 
exposed to poliomyelitis. In smaller 
communities the extra hazard applies to 
even fewer infants. It becomes obvious 


that although the risk to infants under a 
year of age from recent injections with 
DPT is scientifically a true one, in prac- 
tice it is more academic than real. 
Infants under 6 months of age constitute 
about one-half of one per cent of all 
cases of poliomyelitis. The extra hazard 
to them is so small as to be negligible. 

It appears reasonable to continue 
routine immunizations in infants under 
6 months of age irrespective of the inci- 
dence of poliomyelitis in the community. 
In a nonepidemic year, routine immuni- 
zations may even be permitted in infants 
under 1 year of age. In older children, 
routine inoculations should be deferred 
until after the poliomyelitis season. In 
the presence of a severe epidemic it may 
be wise to defer routine inoculations 
among infants over 6 months of age as 
well as among older children. There 
should be no suspension of therapeutic 
inoculations at any time, first, because 
there is insufficient evidence that their 
effect is like that of injections with anti- 
gens; and second, because the risk of 
withholding them is greater than the 
extra risk of the injection. This holds 
true, also, for immediate prophylactic 
injections, such as booster doses of tet- 
anus toxoid in an injured child, anti- 
rabic injections, typhoid vaccine for 
contacts to a case, diphtheria toxoid for 
nurses beginning service on a communi- 
cable disease ward, etc. In ail these sit- 
uations there is a greater risk in with- 
holding the injection than in giving it. 


CONCLUSIONS 

1. The inoculation histories of 1,300 children 
that had poliomyelitis in New York City in 
1949 and 1950 were analyzed. 

2. A relationship was shown to exist be- 
tween site of injection and site of paralysis in 
children injected not more than a month be- 
fore onset of poliomyelitis with diphtheria 
toxoid, pertussis vaccine, or tetanus toxoid, or 
any combination of the three. 

3. This relationship was not clearly shown 
to follow recent injections of penicillin or 
other agents. 

4. No increase in bulbar cases or deaths 
resulted from previous injections. 
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5. A comparison of 619 children with polio- 
myelitis and their matched controls indicated 
that a larger percentage of cases than of con- 
trols had had recent injections. This suggested 
that the incidence of recognizable poliomyelitis 
may be greater in children recently injected 
than in those not injected or injected in the 


past. 

6. The extra hazard of poliomyelitis as a 
result of recent inoculations is small in chil- 
dren under 1 year of age and is negligible in 
infants under 6 months of age. 

7. It appears reasonable to continue im- 
munizations in infants under 6 months of age 
at all times. During nonepidemic years, im- 
munizations may be given to infants under 1 
year of age throughout the year. Routine 
immunizations may well be suspended in older 
children during the poliomyelitis season. In 
epidemic years the suspension might be ex- 
tended to infants between 6 months and 1 year 
of age. 

8. Therapeutic and immediate prophylactic 
injections should not be discontinued at any 
time. 
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The Association of Parenteral Injections 
with Poliomyelitis 
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HE appearance of a series of reports 

in the British medica! literature dur- 
ing mid-1950,'* all pointing to an asso- 
ciation between the injection of certain 
vaccines and subsequent poliomyelitis, 
acutely disturbed health workers every- 
where. The first question asked about 
these studies usually relates to the valid- 
ity of the scientific findings; next, to 
how important this phenomenon is in the 
total poliomyelitis problem; and finally, 
to the damaging effect these observa- 
tions might have on the well established 
immunization programs against several 
important communicable diseases. It 
will be recalled that all these studies 
showed a correlation between the site of 
injection and site of paralysis, limited 
sharply to the month before onset of 
poliomyelitis. Several of these investi- 
gators presented evidence to show that 
the severity of paralysis, at least in the 
inoculated limb, was greater following 
injections, and the suggestion was made 
that pertussis vaccine, either alone or in 
combination with other vaccines, was 
more frequently associated with this 
phenomenon than alum-precipitated 
diphtheria toxoid. 

All except one of these studies dealt 
solely with poliomyelitis patients, so that 
an evaluation of the relative risk of ac- 

* Presented before a Joint Session of the Epidemi- 
ology, Health Officers, Laboratory, and Maternal and 
Child Health Sections of the American Public Health 


Association at the Seventy-ninth Annual Meeting in 
San Francisco, Calif., October 31, 1951. 


quiring poliomyelitis with or without 
preceding injection was not possible. Hill 
and Knowelden,* however, did compare 
their poliomyelitis patients with a group 
of matched control individuals. The 
sample was not large enough to settle 
the question but did “indicate that the 
group includes cases which would not 
have been diagnosed as poliomyelitis at 
all if there had been no previous and 
recent inoculation.” 

Obviously, further study of this rela- 
tionship was needed and the present in- 
vestigation was initiated at that time 
for the purpose of verifying the reports 
mentioned and extending the observa- 
tions to include all types of injections 
and all age groups. In addition, an 
extensive control population was studied. 
Subsequently, the carefully documented 
report by Anderson and Skaar® ap- 
peared, confirming at all essential points 
the British findings and establishing the 
fact that the phenomenon existed in the 
United States and in another year, 1946, 
when the data upon which the report 
was based were collected. Although 
there has been considerable discussion 
as to the theoretical explanation and 
practical significance of these findings, 
there has appeared only one report" in 
sharp disagreement. 

Another approach to the study of this 
association is the experimental one re- 
cently reported by Dean, Cohen, and 
Dalldorf.* Using mouse encephalomyeli- 
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tis virus as the test agent given intra- 
cerebrally in mice, these investigators 
studied the course of subsequent paraly- 
sis in mice given different vaccines in the 
left front leg at varying intervals before 
and after the test virus was adminis- 
te-ed. Pertussis vaccine, either alone or 
in combination with other vaccines, 
yielded the most striking effects. The 
frequency of paralysis in the left front 
limb was seven times greater than ex- 
pected. The mean interval between 
inoculation of virus and onset of paraly- 
sis was consistently shorter than in the 
control group given no supplementary 
injections. The effect was most marked 
when the virus and the vaccine were 
given simultaneously. Of especial inter- 
est in view of the findings to be reported 
here, the frequency of paralysis, irre- 
spective of location, was no greater in 
the vaccine-treated than in the control 


group. 


Method of Study 

The only completely satisfactory 
method of evaluating the relative risk of 
acquiring poliomyelitis following an in- 
jection is to compare the poliomyelitis 
attack rate during a specified interval in 
a large injected population with the at- 
tack rate in a strictly comparable unin- 
jected population of the same age, sex, 
geographic location, economic status, 
etc. Unfortunately, accurate and com- 
plete information on injections given to 
the population is not available in New 
York State. For that matter, data on 
diphtheria immunization, which are col- 
lected systematically by all local health 
departments in the state, were not found 
to be sufficiently complete for such an 
analysis, except in limited areas too 
small in population to furnish the neces- 
sary experience. 

As a compromise, the following plan 
of study was developed, even though less 
desirable. Each case of poliomyelitis 
reported during the period June 1 
through December 31, 1950, in upstate 
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New York was to be visited and perti- 
nent information obtained on a prepared 
form listing the age, sex, date of onset, 
distribution of maximum paralysis, and 
certain supplemental facts bearing on 
the diagnosis of poliomyelitis. Date of 
onset was considered to be the date on 
which the first obvious symptoms ap- 
peared, usually several days before 
paralysis developed. In addition, a 
record of all parenteral injections was 
obtained for the period two months prior 
to onset, specifying the type of material, 
the site, the date of injection, and 
whether the data had been checked with 
physician, school or hospital records. 
Exactly similar information was to be 
obtained by the same interviewer from 
each other member of the household and 
from the members of three additional 
control households located on either side 
and across the street from the home of 
the poliomyelitis patient. A two month 
interval was selected because according 
to published reports the association be- 
tween injections and paralysis seemed to 
be strictly localized to the period one 
month before onset. It was therefore 
deemed unnecessary to extend the study 
backward for the collection of less re- 
liable historical information. As will be 
seen later, limiting the study in this way 
was probably a mistake. 

The informant in most instances was 
the mother of the household, and in- 
formation was obtained on control indi- 
viduals for the same two month period 
as used for the index case. The inter- 
viewers, except for the initial pilot study, 
were public health nurses or physio- 
therapists who were visiting the patient 
and family as part of the routine service 
program. The first 200 cases and asso- 
ciated controls were visited by medical 
students hired by the New York State 
Health Department during the summer 
period. Essentially all the visits were 
made within one month of the onset of 
poliomyelitis in the index case, and as 
a rule the data for a given patient, his 
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family, and the associated extra-house- 
hold controls were obtained on the same 
day. Subsequently, detailed informa- 
tion was collected on muscle gradings 
performed during two periods—one to 
three months and six to eight months 
after onset. These were for the purpose 
of assessing more accurately the extent 
and severity of paralysis. 

Every effort was made to avoid bias 
on the part of the interviewer and the 
informant with respect to the subject 
under investigation. It was for this 
reason that the control households were 
so rigidly specified, thus avoiding the 
possibility of deliberate or unintentional 
selection by the nurse. Investigators 
were urged to obtain the information on 
injections casually and indirectly during 
the course of inquiring about other un- 
related matters. Perhaps one measure- 
ment of their success in this respect was 
the almost complete lack of public alarm 
created by the investigation. Consider- 
able effort was made to verify the 
mother’s statement through other sources 
of information. 


RESULTS 

Poliomyelitis was widespread in New 
York State during 1950, the third largest 
epidemic year on record. A total of 
2,982 cases was reported from the state, 
exclusive of New York City. The 
disease did not differ clinically from that 
seen in recent years. Thus, there were 
111 deaths, a case fatality rate of 3.8 
per cent. Of the reported cases, 36 per 
cent were classified as nonparalytic and 
26 per cent were over the age of 20 
years, a distribution identical with that 
seen in the epidemic year 1949. 

A total of 2,137 cases was included in 
the analysis presented here, with 6,055 
household controls and 14,710 control 
individuals from the three adjacent 
households. These poliomyelitis cases 
represent essentially a random sample of 
the total group of 2,870 cases reported 
during the study period, with the excep- 


tion that the case and control popula- 
tions over 40 years of age were not 
tabulated. This was considered to be a 
justifiable deletion, since only 48 polio- 
myelitis patients above this age were 
interviewed, a number too small to war- 
rant special analysis. The remainder of 
reported cases not included in the study 
were omitted, primarily because nursing 
services were not available in all counties 
for making the necessary home visits. 


Comparison of Injections in Patients 
and Control Population 

Table 1 presents the evidence col- 
lected on injections of immunizing sub- 
stances in poliomyelitis patients and 
control individuals during the two 
months before onset. The material is 
tabulated by specific age groups and by 
whether the injections had been given 
during the first week, 8 to 31 days, or 
1 to 2 months before ons»t. In instances 
where multiple injections had been re- 
ceived during this time period, the most 
recent injection was utilized for analysis. 
It is apparent that poliomyelitis patients 
gave histories of receiving immunizing 
injections during the two months prior 
to onset about twice as frequently as did 
the household and extra-household con- 
trols of comparable age. The number 
of individuals in any one age category 
may not be sufficient to demonstrate 
statistically significant differences, but 
the trend of the entire series is highly 
significant. Perhaps this is best sum- 
marized by the age-adjusted injection 
rates. 

An unexpected observation was the 
persistence of this twofold difference 
during the second month. This dis- 
turbing finding is not in agreement with 
the conclusions reached by other in- 
vestigators that the association between 
injections and poliomyelitis is restricted 
to the month prior to onset. Examina- 
tion of the relationship by individual 
weeks throughout this period indicates 
that the twofold difference is present in 
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Taste 1 


Per cent of Poliomyelitis Cases and Controls, Household and Other, Immunised, by Age and 
Time Before Onset, New York State (Exclusive of New York City), 1950 


Time Before Onset 


8-31 Days 1-2 Months 
A 


= 


e 
Oe EN 


o 
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6,055 14,710 


w 
© 
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each of the four weeks of the second 
month. There is no adequate explana- 
tion for this apparent discrepancy, al- 
though supplementary information bear- 
ing on the matter is presented later 
under the heading, “Discussion.” Un- 
fortunately, the investigation was so 
designed that data were collected only 
for the period two months before onset; 
hence, study of the persistence of this 
difference in the antecedent period was 
not possible. 

Figure 1 illustrates this experience 
graphically for the full two month 
period. The peak periods of immuniza- 
tion under 1 year and at 5 years before 
entry into school, and the consistent 
excess of injections in poliomyelitis pa- 
tients at each age, stand out sharply. 
Detailed study of the patients under 1 
year of age showed that although most 
of them experienced onset after reaching 
6 months of age, and the injections were 
concentrated in this age group, the ex- 
cess of injections in cases was main- 
tained throughout the first year. 


Or 


Controls Controls 


eK NEN we 
SOSSH MOL 


SCORCH 
S KK KK 


w 


w 


Tabulation of the types of immunizing 
agents used indicated that 65 per cent 
of the injections given during the two 
month period to poliomyelitis patients 
were recorded as combined diphtheria- 
pertussis-tetanus vaccine. Twelve per 
cent represented smallpox vaccinations 
and the remainder consisted largely of 
combined diphtheria-tetanus toxoid. The 
distribution of types of vaccine given to 
the control populations was essentially 
the same, with 58 per cent listed as com- 
bined diphtheria-pertussis-tetanus tox- 
oid. The data were not extensive enough 
to furnish significant analyses by indi- 
vidual type of vaccine. The same gen- 
eral relationships, however, were shown 
by smallpox vaccination as by diphtheria- 
pertussis-tetanus and diphtheria-tetanus 
vaccine injections. This was noted both 
with respect to the comparison of patient 
and control groups and to the correlation 
of site of paralysis with site of injection. 

Similar information for injections of 
penicillin is presented in Table 2 with 
almost identical findings, except that 
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Figure | 
PER CENT OF POLIOMYELITIS PATIENTS AND CONTROL INDIVIDUALS, HOUSEHOLD AND OTHER, 
RECEIVING IMMUNIZING INJECTIONS WITHIN TWO MONTHS PRIOR TO ONSET, BY AGE 


NEW YORK STATE (EXCLUSIVE OF NEW YORK CITY) -1950 


CASES 
— — — MOUSE HOLD CONTROLS 
OTHER CONTROLS 


PER CENT IMMUNIZED 


25 
AGE IN YEARS 


TABLE 2 


Per cent of Poliomyelitis Cases and Controls, Household and Other, Receiving Penicillin 
Injections, by Age and Time Before Onset, New York State (Exclusive of New York City), 1950 


Time Before Onset 
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Under 1 Week 8-31 Days 1-2 Months 
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Total 2,137 6,055 14,710 
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these injections were less heavily con- 
centrated in the early years of life. The 
same twofold difference in the per cent 
of poliomyelitis patients receiving injec- 
tions as compared to controls is observed 
during each of the three time periods 
and at each age level. Figure 2 illus- 
trates the data on injections of penicillin 
given during the entire two month 
period, exclusive of the first week before 
onset; the injections given during this 
week were excluded, since they might 
well have been administered because of 
the poliomyelitis illness and would 
therefore arbitrarily increase the injec- 
tions in patients in a biased fashion. 
Table 3 and Figure 3 present similar 
evidence for other types of injections. 
Of the 79 such injections in poliomyelitis 
patients, 26 were novocain, 26 hormone 
and vitamin, 11 sedative, 14 venipunc- 
ture, and 2 gamma globulin. These 
same five categories include essentially 
all the injections given to persons in the 
control population (limited to those 
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under 40 years). Since the latter group 
was considerably older than the polio- 
myelitis patients, injections of hormone 
were more common and made up 58 per 
cent of the total. Examination of this 
table shows that the same relationship 
noted for immunizing injections and 
penicillin injections exists here. It may 
be worth recording that 2 gamma globu- 
lin injections had been received during 
the two months before onset by the 929 
patients under 7 years of age (0.21 per 
cent), while 18 (0.29 per cent) such 
injections were recorded for the 4,515 
controls in this same age group during 
the same period. 

By combining the material from the 
first three tables on an age-adjusted 
basis, it is seen that 12.9 per cent of 
the poliomyelitis cases had received 
some type of injection during the two 
months before onset, as compared to 6.1 
per cent of the household associates and 
6.1 per cent of the extra-household asso- 
ciates. Thus, even though it is assumed 


Figure 2 


PER CENT OF POLIOMYELITIS PATIENTS AND CONTROL INDIVIDUALS, HOUSEHOLD AND OTHER, 
RECEIVING PENICILLIN INJECTIONS WITHIN TWO MONTHS PRIOR TO ONSET,* BY AGE 


NEW YORK STATE (EXCLUSIVE OF NEW YORK CITY) -1950 


PER CENT RECEIVING PENICILLIN INJECTIONS 


CASES 
— —— HOUSEHOLD CONTROLS 
------ OTHER CONTROLS 


AGE IN YEARS 


* Exclusive of first week before onset. 
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Taste 3 


Per cent of Poliomyelitis Cases and Controls, Household and Other, Receiving 


“Other Injections,” 


by Age and Time Before Onset, New York State (Exclusive of New York City), 1950 


Time Before Onset 
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Figure 3 


PER CENT OF POLIOMYELITIS PATIENTS AND CONTROL INDIVIDUALS, HOUSEHOLD AND OTHER, 
RECEIVING “OTHER™ INJECTIONS WITHIN TWO MONTHS PRIOR TO ONSET, BY AGE 
NEW YORK STATE (EXCLUSIVE OF NEW YORK CITY) -1950 


PER CENT RECEIVING “OTHER” INJECTIONS 
ww 


CASES 
—-— — HOUSEHOLD CONTROLS 
~ OTHER CONTROLS 


that an increased hazard of poliomyeli- 
tis exists following injections, this would 
apply at most to only 6 per cent of the 
reported cases of poliomyelitis. Table 
4 has been added to show that the excess 
of injections in patients as compared to 


controls is still present when the analysis 
is limited to cases of paralytic polio- 
myelitic. In view of the well known 
variations in the sex ratio of reported 
poliomyelitis cases at different ages and 
the possibility that injection rates might 
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Per cent of Paralytic Poliomyelitis Cases and Controls, Household and Other, Receiving Paren- 
teral Injections Within Two Months Prior to Onset, by Age and Type of Injection, 
New York State (Exclusive of New York City), 1950 


Per cent Receiv- Per cent Receiv- 

Number Per cent ing Penicillin ing Other 

Studied Immunizsed Injections * Injections 

Controls Controls Controls Controls 
Para- Para- Para- Para- 

Age, lytic House- lytic House- lytic House- lytic House- 
Years Cases Other Cases hold Other Cases hold Other Cases hold = Other 
Under 1 39 220 536 35.9 18.6 20.5 0.0 2.3 1.9 0.0 0.5 2.6 
1 73 285 581 17.8 7.4 7.2 13.7 3.9 4.6 1.4 1.8 4.0 
2 86 299 603 9.3 4.3 2.7 7.0 4.7 3.0 0.0 1.3 0.8 
3 98 313 718 4.1 3.5 1.8 $.1 2.6 2.5 0.0 1.0 1.1 
4 76 258 584 3.9 3.5 2.4 7.9 1.9 2.1 0.0 0.8 1.0 
5 77 240 486 11.7 2.5 5.3 10.4 1.7 1.6 2.6 3.3 2.1 
6 71 213 497 9.9 3.3 3.4 2.8 1.4 1.4 1.4 0.0 0.8 
7 63 246 510 7.9 4.1 1.8 1.6 1.6 2.0 7.9 1.2 0.8 
8 64 199 459 9.4 1.5 2.0 0.0 1.5 3.2 1.6 1.0 0.7 
9 50 177 397 2.0 2.3 1.5 0.0 1.1 1.3 8.0 1.7 2.3 
10-14 190 630 =1,637 2.1 1.0 1.4 3.7 1.6 1.2 2.1 1.3 1.7 
15-19 133 409 =: 11,290 3.0 0.5 0.3 0.0 0.7 0.7 3.0 0.7 2.9 
20-29 198 1,008 2,774 0.0 0.6 0.4 3.5 1.9 1.4 10.1 3.7 3.4 
30-39 121 (1,558 3,638 0.0 0.1 0.2 3.3 1.3 1.5 9.9 3.7 2.6 
Total 1,339 6,055 14,710 5.8 2.3 2.1 4.2 1.8 1.7 4.0 2.3 2.3 

* Exclusive of first week prior to onset. 

estimate attack rates. This has been 


vary by sex, the data in Tables 1, 2, and 
3 were studied separately for males and 
females. No significant changes were 
revealed by this more refined analysis. 
In general, the females showed distinctly 
higher injection rates in the older age 
groups and particularly for “other” 
types of injections. 

The relationship between injections 
and poliomyelitis described in this re- 
port may be translated into terms of 
poliomyelitis “attack rates” in injected 
and noninjected populations, if one ac- 
cepts the premise that the injection rates 
in the large study control population 
represent a fair sample of the experience 
in upstate New York. By applying the 
age-specific injection rates by month in 
the study control group to the same age 
brackets in the upstate New York popu- 
lation, one may estimate the proportion 
of the population receiving a specific 
type of injection for each month under 
consideration. 

Since similar information is available 
for the cases of poliomyelitis, one may 


done in Table 5, which shows for all 
ages combined the attack rate in each 
month from July through November, for 
those injected within the preceding one 
month and for those not injected within 
the preceding one month. The attack 
rate during the month after injection is 
about twice that observed during a com- 
parable period in individuals who had 
received no injection within this pe- 
riod. 
If one calculates the attack rate dur- 
ing the two months after injection, a sim- 
ilar ratio is observed. This phenomenon 
occurs in each age group and among 
those receiving iminunizing, penicillin, 
and “other” injections. The same two- 
fold difference was observed when para- 
lytic poliomyelitis alone was studied. 
Although the differences in rates between 
injected and noninjected populations are 
statistically significant, the numerical 
differences are small. This, of course, 


is a reflection of the low incidence of 
clinical poliomyelitis even in epidemic 
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Poliomyelitis Attack Rates * for Injected and Noninjected Populations, by Month of Onset and 
Type of Injection, Cases per 1,000 Population, New York State (Exclusive of 
New York City), 1950 


Month of All 
Onset 


Injections Immunizations 
July 0.15 0.14 
August 0.39 0.46 
September 0.43 0.34 
October 0.21 0.35 
November 0.07 0.09 


* Estimated from study for one month period. 


Other Ne 

Penicillin ¢ Injections Injections 
0.18 0.14 0.07 
0.52 0.27 0.16 
0.54 0.38 0.21 
0.15 0.15 0.12 
0.14 0.00 0.04 


t Exclusive of penicillin injections within one week prior to onset. 


TABLe 6 


Arm Involvement in Paralytic Poliomyelitis Cases with and Without History of Injections,* by 
Site of Injection and Interval Between Injection and Onset, New York State 
(Exclusive of New York City), 1950 


Site of Perel ysis 
Days Tote! with Per cent 
Site of Bejore Arm Arm and Arm with Arm 
Injection Onset Only Other Involvement Other Involvement 
Arm: 1-7 1 1 2 s 20 
8-14 6 4 10 3 77 
15-21 4 1 5 4 56 
22-28 3 1 a 3 37 
29-42 2 2 4 11 27 
43-56 1 3 . 7 44 
Total 17 12 29 6 4s 
Leg: _ 5 1S 20 71 22 
No injection — 113 276 389 787 34 
* Immunizations and penicillin. 


periods. The data on poliomyelitis 
attack rates must be accepted with dis- 
tinct reservation because of certain 
puzzling factors in the material pre- 
sented in Tables 1 through 4, upon 
which the estimates were based. 


Correlation of Site of Injection 
with Site of Paralysis 

The data correlating site of injection 
with site of paralysis furnish perhaps 
the most convincing bit of evidence 
supporting the conclusion that there is 
an association between injections and 
poliomyelitis. This relationship has been 
observed by all who have studied the 
problem and is shown clearly in the 
present study for arm injections in Table 


6 and Figure 4 and for leg injections in 
Table 7 and Figure 5. For the purpose 
of this analysis, immunizing and peni- 
cillin injections were combined. Actually, 
however, only 8 of the arm injections 
were penicillin and 14 of the leg injec- 
tions immunizing; hence, the two tables 
do not present such a mixture as might 


be supposed. 


There is a distinct- excess of “arm. 


paralysis in those receiving arm injec- 
tions during the period 7 to 28 days 
before onset. A similar but less marked 
excess is observed in leg paralysis fol- 
lowing leg injections during this same 
period. Although not presented here 
because the numbers are too small to 
warrant illustration, the material on 
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Figure 4 
PER CENT WITH ARM INVOLVEMENT AMONG PARALYTIC POLIOMYELITIS PATIENTS ’ . 
WITH ARM INJECTIONS* AND NO INJECTION BY DAYS BEFORE ONSET 
NEW YORK STATE (EXCLUSIVE OF NEW YORK ciTY) -1950 ‘ 


100 - 


NO INJECTIONS ** 


PER CENT OF ARM INVOLVEMENT 


ot 
o 7 2 3 42 4 86 


DAYS BEFORE ONSET , 


* Immunization and penicillin. 
** This indicates per cent with arm involvement in paralytic poliomyelitis patients without prior injection. 


TABLE 7 


Leg Involvement in Paralytic Poliomyelitis Cases with and Without History of Injections,* by 
Site of Injection, and Interval Between Injection and Onset, New York State 
(Exclusive of New York City), 1950 


Site of Paralysis 
Days Total with Per cent 
Site of Before Leg Leg and Leg with Leg 
Injection Only Other Involvement Other Involvement 
Leg: 1-7 9 12 21 7 75 
8-14 12 6 18 3 86 
1S-21 6 3 9 2 82 
22-28 5 2 7 2 78 
29-42 4 4 8 4 67 
43-56 6 2 8 2 80 
Total 42 29 71 20 78 
Arm: — 19 19 38 27 58 
No injection — 418 369 787 339 66 
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Figure 5 
PER CENT WITH LEG INVOLVEMENT AMONG PARALYTIC POLIOMYELITIS PATIENTS 


WITH LEG INJECTIONS* AND NO INJECTION BY DAYS BEFORE ONSET. 
NEW YORK STATE (EXCLUSIVE OF NEW YORK CITY) - 1950 


NO INJECTIONS 


PER CENT OF LEG INVOLVEMENT 


28 
DAYS BEFORE ONSET 


* Immunization and 


3 


penicillin. 
** This indicates per cent with leg involvement in paralytic poliomyelitis patients without prior injection. 


other types of injections (most of them 
in the arm) demonstrates the same dis- 
tribution. Thirteen, or 57 per cent, of 
23 patients receiving such injections in 
the arm developed arm paralysis com- 
pared to only 219, or 39 per cent, of 
the 344 patients of comparable age who 
were not injected. In view of observed 
variations in the ratio of arm to leg 
paralysis at different ages, the data pre- 
sented in Tables 6 and 7 were analyzed 
by specific age groups. This showed 
that the excess of paralysis in injected 
limbs was manifest in each age group 
studied. 

Poliomyelitis following novocain in- 
jections deserves special comment. There 
was a total of 26 cases of poliomyelitis 
with history of such injections during 
the two months before onset, 19 of which 


were for dental work. Of this latter 
group, 4 had bulbar disease, 11 had 
other types of paralysis, and 4 were non- 
paralytic. Three of the bulbar cases were 
associated with injections during the 
period 8 to 14 days before onset and 
the fourth with an injection 2 days be- 
fore onset. This is in sharp contrast to 
the observation that only 2 non-bulbar 
paralytic and one nonparalytic case were 
associated with injections during this 
two week period. One cannot, of course, 
exclude the possibility that the factor 
involved in this excessive amount of 
bulbar poliomyelitis was actually the 
dental extraction or other dental ma- 
nipulation rather than the injection of 
novocain (extraction was performed in 
all except one instance). 

Concerning the association between 
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paralysis of a specific limb and the site 
of injection, Table 8 furnishes further 
detail, again confirming previous ob- 
servations. In each instance, paralysis 
is more frequent in the injected limb 
than in the same limb of patients who 
received no injections. As an additional 
precaution, in view of the reported asso- 
ciation between exercise and paralysis, 
the distribution of paralysis by specific 
limb was compared in 136 left-handed 
and 303 right-handed patients who had 
received no injections. No significant 
difference in the two groups was ob- 
served. 


Severity of Paralysis in Injected 
and Noninjected 

The first bit of evidence suggesting 
that paralysis in patients following an 
injection is more severe than in those 
who have had no injection is presented 
in Table 9, which indicates the per cent 
of cases considered to be paralytic in 
each age group and in each injection 
category. Thus, in the age group under 
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1 year, 93.3 per cent of the cases oc- 
curring after immunizing injection were 
paralytic, as compared to 78.1 per cent 
of the group without injection. Similarly 
in the next age group, 1 to 4 years, an 
even greater difference was observed. 
However, the excess of paralytic disease 
following injection does not persist to 
the same extent in the older age groups. 
It is difficult to say whether this implies 
some association with immunizing in- 
jections, which are given almost exclu- 
sively in the early years, or whether it 
relates to a special susceptibility of this 
young age group. 

As indicated, muscle gradings were 
performed on a large portion of the re- 
ported cases of poliomyelitis. Detailed 
reports were available on 1,004 of these. 
To some extent this group represents a 
selected sample of the total cases in the 
study, being weighted in favor of* the 
severely paralyzed, but the selection had 
no reference to whether patients had 
received injections or not. Table 10 
presents cases by age group, severity of 


Taste 8 


Site of Paralysis in Poliomyelitis Cases, by Specific Site of Injection* and Interval Between 
Injection and Onset, New York State (Exclusive of New York City), 1950 


Interval, Cases with Cases with 

Injection Paralysis Paralysis in 

Site of to Onset, in Limb Other Sites 
Injection in Days Injected Only 
1-7 0 
Left arm: 8-28 o) 6 
29-56 8 
1-7 2 2 
Right arm 8-28 5 3 
29-56 2 2 
1-7 4 3 
Left leg 8-28 3 
29-56 3 3 
1-7 2 1 
Right leg: 8-28 2 0 
29-56 2 2 
1-7 6 3 
Both legs: 8-28 19 
29-56 6 3 


* Immunizations and penicillin. 


Per cent with 
Involvement 
of Injected Per cent of 
i Noninjected 
. A ~ Cases with 
By Involvement 
Intervat Total of Same Limb 
0 
60 41 20 
33 
50 
62 56 4 
50 
58 
43 50 48 
50 
67 
100 67 43 
so 
67 
83 76 66 
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Paralytic and Nonparalytic Cases of Poliomyelitis, According to Injection History, and Age, 
New York State (Exclusive of New York City), 1950 


Per cent Paralytics 
Number of Cases Receiving Among Cases Receiving 
Other No Other No 
Age, Immuni- Peni- Injec- Injec- Immuni- _Peni- Injec- Injec- 
Years Diagnosis Total sations cillin tions tions cations cillin tions tions 
Under 
1 Paralytic 39 “4 0 0 25 
Nonparalytic 8 1 0 7 %.3 — 8.1 
— Nonparalytic 66.7 7.0 61.8 61.3 
20-29 Paralytic 198 0 ? 20 171 
Nonparalytic 102 3 3 3 93 _ 70.0 87.0 64.2 
30-39 Paralytic 121 12 105 
Total Paralytic 1,339 78 56 s4 1,151 
Nonparalytic 706 22 20 20 78.0 73.7 73.0 64.1 
Taste 10 


Severity of Paralysis in Poliomyelitis Patients with and Without History of Injections * During 
the Two Months Before Onset, by Age Group, New York State (Exclusive of 
New York City), 1950 


Number Per cent Distribution 
A 

Are, History of Mod- Light- Mod- Light- 
Years Injections Total Severe erate Mild Nome Severe erate Mild Nome Total 
No injections 152 33 33 31 $0 22 25 20 33100 
Under 5 Injections 35 9 9 Sat 
ee No injections 254 25 56 75 98 10 22 29 39 = 100 
Injections 29 4 5 6 14 14 17 21 48 100 
No injections 259 27 38 7 #86415 10 1s 31 44 
10- Injections 19 4 6 2 100 
20-0 No injections 134 36 38 30 30 27 28 22 22-100 
Injections 28 4 10 8 14 36 21 29 
30-30 No injections 86 20 26 1s 25 23 30 17 29 =: 100 
Injections 8 2 1 3 2 25 13 37 25-100 
Tou! No injections 885 14k 196s 16 22 26 36 100 
Injections 119 23 31 29 36 19 26 24 30 100 


* Includes all types of injections. 


involvement (based on gradings one to severity of paralysis following injection. 
three months after onset), and whether The extent of paralysis as determined by 
injections had been given during the muscle gradings was summarized for 
two months prior to onset. The results each patient in a numerical fashion, 
are not striking or completely consistent, utilizing a technique described else- 
but there is some trend toward greater where.® 
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DISCUSSION 

Every reported investigation of the 
association between injections and polio- 
myelitis has demonstrated a definite 
positive correlation between site of 
paralysis and site of injection, an ob- 
servation which is clearly confirmed by 
the present study. If this were the only 
factor involved, neither the medical pro- 
fession nor the public would be unduly 
disturbed. The association might be 
compared to that existing between ton- 
sillectomy and poliomyelitis, except that 
in the latter the increased hazard of 
bulbar poliomyelitis furnishes cogent 
reasons for concern. Certain details are 
missing in this study which would have 
served to define the relationship more 
accurately—for example, the exact types 
of materials injected (whether fluid or 
alum-precipitated vaccine, soluble or 
repository penicillin); route of injection 
(intracutaneous, subcutaneous, or intra- 
muscular); and the sequence in the pat- 
tern of developing paralysis following in- 
jections. Unfortunately, the limitations 
of the study method made it impossible 
to obtain refined information along these 


lines 


problem of major concern to 
health workers and to the public at 
large relates to whether the hazard of 
acquiring paralytic poliomyelitis is ac- 
tually increased by injections given dur- 
ing a period when exposure to the virus 
is likely. The data presented in this 
study would tend to indicate that this 
hazard is doubled during the two months 
following an injection of immunizing 
material, penicillin, or a variety of other 
materials. The validity of this conclu- 
sion is challenged by the observation 
that the data also show an increased 
risk extending through the second month 
before onset. This is not in keeping 
with preconceived ideas on the subject, 
nor does it fit the recorded facts on the 
incubation period of poliomyelitis. 

Naturally, the question has arisen, 
whether the interviewers or the in- 
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formants were prone to obtain more 
complete information on injections in 
poliomyelitis patients than in the control 
population. Great efforts were made 
during the course of the study to avoid 
this source of bias. It would certainly 
seem likely that such a discrete and 
definite entity as a parenteral injection 
given during the two month period im- 
mediately preceding onset of the polio- 
myelitis would be engraved upon the 
memory of the mother equally well for 
all members of her family. One factor 
in the analysis seems to support this 
contention; namely, the close similarity 
at each age level in the per cent receiv- 
ing various types of injections. among 
the household controls, as compared to 
the extra-household controls. If the 
mother of the poliomyelitis patient re- 
called more completely the injections 
given to the patient, it would seem that 
she might in turn recall injections among 
her other children more completely than 
did the mothers in adjacent households 
where poliomyelitis was not present. 

One technique for evaluating this pos- 
sibility of bias would have been to in- 
clude on the investigation form miscel- 
laneous unrelated questions concerning 
each household member, which, if bias 
existed, should have shown the same 
twofold difference between cases and 
controls. Unfortunately, such questions 
were not included. The only method 
readily available for verifying the reli- 
ability of these data was to cross-check 
the study cases and control individuals 
from certain areas against the immuniza- 
tion record files in health departments. 
In only two counties of the state, Erie 
and Westchester, were these records suf- 
ficiently complete to warrant this type 
of evaluation. 

The results of this cross-checking 
(limited to patients and control indi- 
viduals under 15 years of age) are pre- 
sented in Table 11. It can be seen that, 
based on information obtained in the 
study survey, 7.2 per cent of the 180 
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Taste 11 


Immunising Injections Given During Two Months Before Onset to Poliomyelitis Patients and 
Controls,* As Determined by Study and Health Department Records, 
Erie and Westchester Counties, 1950 


Immunisation Within 2 Months 
Number Per cent a 
Health Health 
Total Study Department Study Department 
Groups in Study Record Record Record Record 
Patients 180 13 4 7.2 2.2 
Controls 809 38 13 4.7 1.6 
Total 989 $1 17 $.1 1.7 
* Limited to patients and controls under 15 years of age. 
patients had received an immunizing in- instead of the injection itself. It must 


jection within the two months before 
onset, as compared to 4.7 per cent of the 
809 control individuals, a ratio of 1.5 to 
1. Through search of the health de- 
partment files, with records entirely in- 
dependent of this study, it was estab- 
lished that 2.2 per cent of the patients 
had received immunizing injections dur- 
ing the two months before onset, as com- 
pared to 1.6 per cent of the controls, 
an almost identical ratio of 1.4 to 1. 
These numbers are too small to provide 
a Statistically significant answer to this 
question but they at least tend to con- 
firm the validity of the comparison 
between patients and control individuals. 

It is worth noting that in reviewing 
the immunization records on file in 
health departments for the 989 indi- 
viduals studied, only 3 instances were 
uncovered where health departinent files 
recorded an immunization which had not 
been discovered through the study 
survey. 

Even though one accepts the state- 
ment that the risk of acquiring polio- 
myelitis during the two months after an 
injection is doubled, this does not neces- 
sarily prove that the increased risk is 
caused by the injection. It has been 
suggested that attendance at an im- 
munization clinic or a visit to the doc- 
tor’s office, with attendant exposure to 
infection, might be the deciding factor 


be admitted that all injections of peni- 
cillin were probably given because of 
some febrile illness. Thus, it is impos- 
sible to say whether the injection, per se, 
or the underlying illness was the factor 
involved in precipitating poliomyelitis.’° 
All these suggestions, however, tend 
to be refuted by the observation that the 
site of injection is correlated with the 
site of paralysis, an association that 
could hardly be explained by any of 
these factors. The data presented here 
do not help much in understanding the 
mechanism involved in this phenomenon. 
One cannot say whether this relates to 
the introduction of virus at the site of 
injection or to some nonspecific “trig- 
ger” mechanism furnished by the in- 
jected material which precipitates polio- 
myelitis illness or paralysis in a person 
already infected. Although the numbers 
of cases are small, it may be worth re- 
cording that in this study the median 
interval between immunizing injections 
in the arm and paralysis was 23 days, 
while for injections in the leg it was 30 
days. No consistent difference in pattern 
was observed in different age groups. 
Although the final evaluation of the 
hazard involved was not complete, the 
New York State Health Department 
felt it necessary to take some adminis- 
trative action in June, 1951. It was 
recommended to all physicians in the 
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state that elective injections be avoided 
during the poliomyelitis season, except 
in infants under six months of age, at 
which age the danger of poliomyelitis is 
insignificent and the bulk of routine im- 
munizations should be performed. It 
recommended further that if poliomyeli- 
tis became epidemic in a given area, 
these injections be discontinued in in- 
fants as well. 

The medical profession and public 
were much disturbed by the issuance of 
these recommendations, since they were 
misread to imply that all types of injec- 
tions be discontinued. Obviously, it was 
not intended that important therapeutic 
and prophylactic injections be inter- 
rupted because of the relatively smal! 
hazard of poliomyelitis. Even though 
one accepts the evidence pointing to a 
doubling of the poliomyelitis attack rate 
during the month following an injection, 
one could be accused merely of doubling 
the weight of a feather. Perhaps a bet- 
ter way of stating the situation would be 
to indicate that, based on data in Table 
5, the likelihood of escaping poliomyeli- 
tis during the month following an injec- 
tion was in September, the peak month, 
999.6 per 1,000 injected individuals. 
This compares with the rate of 999.8 per 
1,000 noninjected persons. Nevertheless, 
the increased hazard, though small, 
seemed sufficiently significant to warrant 
the recommendations issued. 

A striking reduction in the quantity of 
diphtheria-pertussis-tetanus vaccine dis- 
tributed by the State Health Depart- 
ment occurred immediately after this 
announcement. During the remaining 
portion of the poliomyelitis season, this 
reduction persisted but did not differ 
particularly from the customary sum- 
mer decline in distribution noted con- 
sistently during the past decade. 


SUMMARY 
1. A study of the association between in- 
jections and poliomyelitis was conducted 
‘through the collection of data on injections 
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from a group of 2,137 poliomyelitis patients, 
6,055 members of the patients’ households, and 
14,710 other control individuals from adjacent 
households. 

2. The per cent of patients with a history 
of immunizing injections, penicillin injections, 
or a miscellaneous group of other injections 
during the two months before onset was twice 
that seen during the same period in the control 
population of similar age. 

3. The excess of injections among patients 
as compared to controls was present through- 
out the two month period. 

4. A positive correlation between the site of 
paralysis and site of injection was demon- 
strated. 

5. Paralysis in patients tended to be slightly 
more severe following injection than in those 
who had had no injections. 

6. The study confirms the previous reports 
of an association between injections and polio- 
myelitis. The exact hazard in terms of in- 
creased risk of poliomyelitis after injections 
should be defined more accurately, and further 
evaluation of the practical importance of this 
phenomenon in public health practice is 
needed. However, the postponement of elec- 
tive injections in areas where poliomyelitis is 
epidemic or during the poliomyelitis season in 
certain age groups seems justified for the time 
being, until these matters have been settled. 
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Commission To Survey Health Needs 


President Truman by executive order 
has created a 15 member Commission to 
study the nation’s total health require- 
ments. This Commission on Health 
Needs of the Nation has the responsibil- 
ity of recommending within a year ways 
for meeting the health needs in both the 
immediate and distant future. 

In announcing the Commission, the 
President declared that the present 
world crisis made it particularly im- 
portant that “we should seek to limit the 
drain upon our strength through illness 
and death. . . . Many vital problems re- 
main unanswered, such as insuring an 
adequate supply of physicians, dentists, 
nurses and allied personnel; developing 
local public health units throughout the 
nation; making more hospitals and hos- 
pital beds available where needed; 
stepping up the tempo of fundamental 
medical research; meeting the needs of 
the chronically ill and aged; and provid- 
ing adequate diagnostic, rehabilitative, 
and other services to all income groups.” 

Paul B. Magnuson, M.D., former 
medical director of the Veterans Admin- 
istration, has been appointed chairman 
of the Commission. He is the author of 
a proposed national health program 
based largely on local diagnostic clinics 
charging what the patient could afford. 
Under his plan treatment would be by 
private physicians, and losses incurred 
by the clinics met by contributions from 
federal, state, and local governments 


and private organizations. The other 
members of the Commission, as an- 
nounced, of whom 4 are Fellows of the 
American Public Health Association, 
and representing a wide variety of con- 
sumer interest: as well as medicine and 
medical education, are 


Dean A. Clark, M.D., general director, Massa- 
chusetts General Hospital, Boston 

Joseph C. Hinsey, Ph.D., dean, Cornell Uni- 
versity Medical College, New York City 

Gunnar Gundersen, M.D.,* a trustee of the 
American Medical Association, La Crosse, 
Wis. 

Russel V. Lee, M.D., associate clinical professor 
of medicine, Stanford University School of 
Medicine, San Francisco 

Evarts A. Graham, M.D., surgeon, St. Louis 

Marion W. Sheahan, R.N., director, National 
Committee for the Improvement of Nursing 
Services, New York City 

Ernest G. Sloman, D.DS., president-elect, 
American Association of Dental Schools, San 
Francisco 

Walter P. Reuther, president, United Automo- 
bile Workers, C. I. O., Detroit 

A. J. Hayes, president, International Associa- 
tion of Machinists, Washington 

Clarence . Poe, president and editor, 
Progressive Farmer, Raleigh 

Charles S. Johnson, president, Fisk University, 
Nashville 

Lowell J. Reed, Ph.D., vice-president, Johns 
Hopkins University and Hospital, Baltimore 

Chester I. Barnard, president, Rockefeller 
Foundation, New York City 

Elizabeth S. Magee, general secretary, Na- 
tional Consumers League, Cleveland 


The 
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of the Campaign 


Against Yellow Fever in Central America 


NORMAN W. ELTON, M.D. 
Director, Board of Health Laboratory, Ancon, Canal Zone 


ME time just prior to November, 

1948, sylvan yellow fever which is 
now known to have been present in sub- 
endemic form in Eastern Panama since 
1929, three years before the discovery 
of its existence as an entity in scientific 
knowledge, crossed the Bayano River as 
a wave progressing westward through the 
Republic of Panama. Arrival of the epi- 
demic phase of the wave in the Province 
of Bocas del Toro in Western Panama 
was indicated by the death on April 15, 
1951, in the Almirante Hospital of the 
Chiriqui Land Company, of René Rami- 
rez, a Costa Rican chainman who had 
been working on a road survey in the 
forest near Almirante. René Ramirez 
was the seventh human fatality to be 
diagnosed as due to yellow fever in 
Panama from December, 1948, to April, 
1951, 

When this fatality occurred, the Di- 
tector of Public Health of the Republic 
of Costa Rica was notified that the wave 
of sylvan yellow fever was about to 
cross the boundary from Panama into 
Costa Rica, and the Office of the Cen- 
tral American Sector, Pan American 
Sanitary Bureau, was also so -notified. 
Early in June, 1951, a farmer was ad- 
mitted as a patient to Almirante Hos- 
pital from the Costa Rican side of the 
boundary in the vicinity of Nievecita, 
Panama, from whom the virus of yellow 
fever was isolated by the Department 
of Virology of Gorgas Memorial Labora- 
tory before he recovered from the 
disease 


An intensive vaccination campaign in 


the Province of Limén, Costa Rica, be- 
ginning in the Talamanca and Estrella 
Districts was initiated on April 24, 1951, 
by the Director of Public Health of 
Costa Rica, with the assistance of the 
Pan American Sanitary Bureau and the 
Institute of Inter-American Affairs. 
Both the Dakar (mouse brain) and the 
embryonated 17-D vaccines were used. 
This campaign extended northward to 
include all the area south of the general 
line Puerto Limén-Siquirres-Guapiles, 
and was then further extended north and 
west into the Provinces of Heredia and 
Alajuela. 

The critical area in Costa Rica was 
considered to consist of that part of the 
Province of Limén south of the Puerto 
Limén-Giapiles line, and since the 
velocity of the wave in Panama had been 
estimated at about 11 miles per month, 
the epidemic was not expected to attain 
this line until some time in September. 
However, an epidemiologic survey had 
been planned for the vicinity of Puerto 
Lim6n, sponsored by the Scientific Com- 
mittee of the Medical Association of the 
Isthmian Canal Zone, to arrive in Costa 
Rica in August for the purpose of locat- 
ing the crest of the wave as accurately 
as possible, since its movement in the 
Republic of Panama had been traced 
only by the westward sequence of hu- 
man fatalities proved by histologic 
diagnosis of the liver lesion at autopsy. 
Unfortunately no funds were available 
for accurate tracing of the progress of 
the wave by other reliable means in the 
Republic of Panama, nor were funds 
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available for the survey in the vicinity 
of Puerto Limon planned for the month 
of August. 

During the period of the latter half 

of July to the latter half of September, 
sylvan yellow fever developed with ex- 
plosive violence in four epidemic centers 
in Costa Rica, generally along the line 
Puerto Limon - Siquirres - Guapiles - Rio 
Cuarto-Pital-Altamira, in the Provinces 
of Alajuela, Herediz, and Northern 
Limén, and vaccination in these regions 
was greatly intensified. It is to be 
pointed out that no proved fatalities 
from the disease occurred south of this 
line. The velocity of the wave appeared 
to have accelerated in an unexpected 
burst. 
It is now believed that the outbreak 
of the epidemic in Costa Rica before the 
anticipated time was not attributable to 
an acceleration of its velocity but to a 
miscalculation in tracing its pathway in 
its manner of crossing the Panama 
Canal. There were three epidemic foci 
incident to this crossing of the Canal: 
(a) The initial outbreak in the Pacora 
District east of the Canal on the Pacific 
Side (November--December, 1948); (b) 
the Buena Vista District east of the 
Canal between the Middle Chagres 
River and the Gatun River in the 
Gatun watershed (August-September, 
1949); and (c) the Chagres District 
west of the Canal Zone on the Atlantic 
watershed north of the southwest exten- 
sion of Gatun Lake (January, 1950). 
It was not until the occurrence of the 
fatality in the Chagres District that it 
was realized that a wave was in progress 
and that the disease was not already 
widely disseminated. Shortly after this 
event Almirante was alerted to watch for 
the arrival of the wave in Western 
Panama as it migrated westward through 
the Atlantic rain forest. Its arrival at 
Almirante was then estimated about 
September, 1951. 

The wccurrence of the Almirante 
fatality in April, 1951, upset the time- 


table and confused the estimates. Basing 
the velocity then on the apparent speed 
of the wave from the Chagres District 
to Almirante, a revision of the timetable 
placed the crest in the vicinity of Puerto 
Limén about September, 1951. This was 
again wrong, for it arrived at that point 
some six weeks earlier than expected. 
The source of all these miscalculations 
was then sought, and it is now believed 
that a reasonable explanation can be 
found in the manner in which the wave 
crossed the Panama Canal. It had been 
assumed that the movement of the wave 
followed the shortest geographical for- 
ested pathway, which is undoubtedly 
not a sound assumption after a study of 
the terrain and circumstances prevailing 
in the vicinity of the Canal, for there is 
an epidemiological gap along the Middle 
Chagres River. The villages in this 
region never reported dead monkeys, nor 
did they have any cases of yellow fever. 
It is true they had been visited by vac- 
cinating teams, but so had the popula- 
tion of the Buena Vista area just a few 
miles north of them, and there were sub- 
sequently three proved human fatalities 
in the Buena Vista farming region be- 
tween the Trans-Isthmian Highway and 
the Cana] Zone Boundary. It was also 
assumed — evidently erroneously — that 
from the Buena Vista area the wave, 
after crossing the Canal by way of 
Barro Colorado Island, jumped directly 
across the lake over some five kilometers 
of open water to the Chagres District, 
which would still be within the flight 
range of Haemagogus mosquitoes. 
Taking cognizance of these factors, it 
now seems likely that the route was 
actually as follows: Pacora District— 
across the continental divide (very low 
just east of Canal Zone)—forest east of 
Madden Lake—forest north of Madden 
Lake—forest west of Madden Lake 
down into the Buena Vista District— 
Barro Colorado Island—forest west of 
the Canal and south of western exten- 
sion of Gatun Lake—Atlantic rain 
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forest to Almirante. If this be the true 
course of the wave, then the fatality in 
the Chagres District west of the Canal 
Zone was the result of a “back lash” of 
the wave sweeping northeast to the 
region north of the western extension of 
Gatun Lake, while the true front of the 
wave was already well to the west in the 
Atlantic rain forest on its way to 
Western Panama on the Atlantic Side of 
the continental divide. This correction 
appears to restore the validity of a time- 
table, and an estimate of velocity at 
from 12 to 15 miles monthly can still be 
substantiated. It has taken approxi- 
mately three years already for the wave 
to advance from the Bayano River in 
Eastern Panama to the San Juan River 
on the Nicaraguan border. 

In Costa Rica the circumstances were 
ideally conducive to the acquisition of 
a wealth of epidemiologic and clinical 
information relative to yellow fever by 
contemporary techniques. San José has 
been the nerve center of the campaign, 
for which it is exceptionally well situated 
both geographically and in respect to the 
already existing organization of the 
Costa Rican Public Health Service. The 
natural drift of casualties from all the 
affected areas was toward San José, and 
the sensitive network of the Public 
Health Service operated with amazing 
efficiency, since all sanitary inspectors 
in rural areas are required to make rou- 
tine daily telegraphic reports to the Di- 
rector of Public Health. 

Yellow fever, when it occurs in a 
wholly norimmune population and is not 
prevented by timely vaccination, is usu- 
ally so dramatic in its onset when it 
develops in its severe form that the 
stricken person is aware of the exact 
moment when he becomes ill, and seeks 
immediate hospitalization. In this form 
it is truly the “coup de barre.” Milder 
forms will also occur down to the “inap- 
parents,” who merely develop immunity 
without manifest illness. For this reason 
it is believed that most of the severe 
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cases in Costa Rica eventually reached 
San Juan de Dios Hospital in San José, 
where extensive clinical studies were 
conducted by the staff and all fatal cases 
were autopsied. 

It is fortunate indeed that sylvan yel- 
low fever has been so effectively ana- 
lyzed and studied during its passage 
through Costa Rica in all aspects— epi- 
demiologically, clinically, pathologically, 
and in its clinical pathology. It will 
now be possible to deal with it even 
more effectively in its anticipated 
progress through Eastern Nicaragua, 
Northern Honduras, Guatemala (Prov- 
inces of Izabal and Peten), Yucatan, and 
Mexico. This is the first time in modern 
history that a wave of sylvan yellow 
fever in its pure form has occurred in 
Central America under such circum- 
stances that it will probably remain free 
from the complicating aspects of the 
urban component, since the Aédes 
aegypti mosquito has been all but eradi- 
cated from this part of the hemisphere. 


ROLE OF THE HELICOPTER IN CONTROL 
OF SYLVAN YELLOW FEVER 

At the request of the Director of 
Public Health of the Republic of Costa 
Rica, a United States Air Force “Res- 
cue” type helicopter was obtained by 
Chargé d’Affaires Philip P. Williams 
of the United States Embassy in Costa 
Rica, through the State Department, to 
assist in vaccinating the rural population 
in areas difficult to reach. This helicop- 
ter, piloted by an officer of long experi- 
ence in such work in Panama, returned 
to the Canal Zone on September 26, 
1951, after 13 days of participation in 
the campaign, and after having con- 
tributed with decisive effect to what ap- 
pears to have been the final effort that 
coincided with the decline of the 
epidemic. 

The people of Costa Rica were deeply 
appreciative of this sincere gesture of co- 
operation, and many lives were saved 
by it. As pointed out by the Director 
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of Public Health of Costa Rica it 
was not a question of how many it could 
help to vaccinate, but rather that of 

ing those few who felt themselves 
hopelessly isolated by impassable trails 
and rain-swollen streams as the epidemic 
closed in upon them. Not once were 
any of the farmers frightened by the 
helicopter, but many times they gathered 
spontaneously in their own selected 
spots and lighted signal fires to attract 
it with its pilot, Capt. John R. Peacock, 
and its passenger, Costa Rican Dr. 
Honorio Arias to unscheduled land- 
ings. 

Due to weather conditions over the 
fogbound forested plain of Northern 
Costa R'ca, the helicopter could operate 
only between 8:00 and 11:30 in the 
morning, but in spite of this the follow- 
ing results were attained: 


Total landings—42 

Landings for notification only, or for inquiry 
about dead monkeys—23 

Vaccinations—978 

Hours of flight—26 

Medical consultations in addition to vaccina- 
tions—200 


An outstanding precedent was estab- 
lished by the use of this helicopter in 
establishing a proof of fellowship in 
human relations, and as stated by the 
Costa Rican Minister of Health, Dr. 
José Cabezas D., in presenting the men 
with medals, “This is the most effective 
kind of inter-American coéperation. The 
project has accomplished more than I 
dared hope.” 


SIGNIFICANCE OF THE EPIZOOTIC PHASE 
OF SYLVAN YELLOW FEVER 

Legends of Caribbean people from 

Trinidad to Guatemala, and possibly 
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even in Mexico, where the bloody vomit 
(Xekik) was known in pre-Columbian 
times, relate that the approach of (syl- 
van) yellow fever has on many occasions 
been heralded by the wholesale deaths 
of monkeys in the forests. In Panama 
it has recently been demonstrated by 
Dr. N. E. Collias and Charles Southwick 
that the howler monkeys of Barro 
Colorado Island, a wildlife preserve in 
Gatun Lake, were decimated by some 
epizootic shortly after the dry season of 
1949, at approximately the time when 
the yellow fever epidemic was known to 
be active 9 miles northeast of the 
island in the Buena Vista area. 

Dead monkeys were again reported in 
the Changuinola River Basin, west of 
Almirante, late in January, 1951, just 
two and a half months before the death 
of René Ramirez at the Almirante Hos- 
pital on April 15. 

In an area as well organized as Costa 
Rica, the reports on the progress of the 
epizoétic were highly reliable. It appears 
to be the spearhead of the wave. At 
times it may be manifest simultaneously 
with the epidemic, as in densely popu- 
lated rural areas, or at other times it 
may spurt far ahead through unin- 
habited forest and jungle. 


MECHANISM OF WAVE ACTION OF 
SYLVAN YELLOW FEVER 

Experience both in Panama and so far 
in Costa Rica leads to the assumption 
that the epidemic phase of this yellow 
fever wave tends to involve localities 
which, as in Costa Rica, may comprise a 
fairly wide front, and that the time- 
depth of the epidemic phase may be up 
to two months. The following data sup- 
port this concept: 


Date of dew’ of 
Locality First Fatality Last Fatality 
Pacora District, R. P. November 12, 1948 December 30, 1948 
Buena Vista District, R. P. Angust 7, 1949 September 9, 1949 
Four epidemic centers in Costa Rica July 24, 1951 September 20, 1951 
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It will be of interest to note whether 
or not this phenomenon repeats itself in 
Nicaragua as population centers of ade- 
quate density are involved in the 
progress of the wave. 

Why these waves originate from seem- 
ingly stabilized enzoédtic centers is not 
wholly understood, but since they are 
expansive, there remains only one direc- 
tion in which such a wave can move in 
Central America, canalized by two 
oceans. It must migrate north and west 
from country to country, following forest 
continuity, canopy mosquitoes, and the 
arboreal mammals until it terminates in 
Mexico, probably remaining on the At- 
lantic side of the continental divide. 

It is most unlikely that it will double 
back, since it leaves in its wake no 
persistent virus reservoir, because on_y 
the dead, the immune, and those few 
individuals who escaped being bitten by 
infected canopy mosquitoes, whether 
man, tree-dwelling primate, or other 
arboreal mammal, appear to be left be- 
hind it. It is like a grass fire, to which 
the nonimmune mammal of the forest is 
its fuel, and the nonimmune victim and 
temporary reservoir of the virus lies only 
in its grip or in advance of its front, as 
the treetop mosquitoes fan out within 
their flight range. It is also significant 
that the life span of Haemagogus 
Spegazzinii falco Kumm, one of the 
principal vectors, is reported to be about 
65 days, and that there is no hereditary 
transmission of the virus. 

Panama has not experienced a single 
human fatality behind the epidemic 
phase of the wave after it has cleared a 
given region, and it is believed that this 
experience will be repeated in Costa 
Rica. This observation cannot be at- 
tributed to vaccination, for experience 
has already decisively demonstrated that 
mass vaccination of large population 
groups in rural areas is not that good. 
From the point of view of epidemiologic 
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experience, Panama could be considered 
today as free from sylvan yellow fever 
as it was prior to the outbreak of the 
disease in the Pacora District. Recog- 
nition of this condition will greatly 
facilitate the economic problems of the 
Central American countries as they are 
in turn involved and cleared by the 
epidemic. 

In the meanwhile it seems that Cen- 
tral America west and north of the San 
Juan River on the border between 
Nicaragua and Costa Rica will in due 
time be undergoing the experiences of 
Panama and Costa Rica. Unpredictable 
and unexpected events may occur in 
those countries. The wave may not 
follow the pattern it has manifested so 
far. Not only will those countries need 
assistance from the Pan American Sani- 
tary Bureau and the Institute of Inter- 
American Affairs, but they can well use 
help from any source. Greater scientific 
efforts should be made to study the 
broad aspects of the epidemiology of the 
epizoétic and epidemic phases of sylvan 
yellow fever, for there are stil! four to 
five years to come during its progress 
northward and westward through Cen- 
tral America to Mexico that will afford 
the opportunity for this to be done. The 
opportunity for research is without 
parallel in the history of medical science, 
and the need for aid for the farmers of 
the rural areas is urgent. 

Above all, it will be important to 
maintain accurate contact with the wave 
as it progresses through “silent” areas 
of low population density, or regions 
where its “silence” may be due to 
climatic conditions or other factors as 
yet so poorly understood but so much in 
need of investigation. 

The critical months for epidemics so 
far have been January, April, August, 
and September on the Atlantic (Carib- 
bean) side in Panama, and July te 
September in Costa Rica. 
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Further Studies of a New Serologic 
Test in Tuberculosis* 


EDGAR R. MAILLARD, M.D. 
Director, Division of Laboratories and Research, Nassau County Department 


N a previous report,’ a new serologic 
test for tuberculosis was described. 
The reagents and procedures were 
standardized so as to yield results which 
would be quantitative and repro-lucible. 
A reaction which was characterized by 
hemolysis in the test results from fixa- 
tion of complement by an antigen-anti- 
body system. The specific complex was 
formed at the cell surface, and in the 
presence of complement the blood cells 
became lysed in a manner similar to 
that which occurs by specific hemolysin. 
The binding of specific antibody and of 
complement to the surfaces of the blood 
cells was determined by preliminary 
coating of the cell surface with antigen 
(Old Tuberculin).t The titer of the 
tuberculous antiserum was recorded as 
the highest dilution causing a constant 
degree of hemolysis (50 per cent) with a 
constant dose of complement (four 
units). Thus, the degree of hemolysis 
obtained with the highest dilution of re- 
acting serum provides a direct index of 
the titer of the serum. 


TECHNIQUE OF THE TEST 

The specimens were examined by a 
preliminary test which consisted of 0.1 
ml. of the patient’s serum; four 50 per 
cent units of complement contained in 


ninth Annual Meeting in San Francisco, Calif., October 
30, 1951. 

+ Concentrated tuberculin (4x international standard, 
Lot No. 2725-19A) was kindly supplied by Henry D. 
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of Health, Hempstead, N.Y. 


0.1 ml.; 0.2 ml. of 2.5 per cent suspen- 
sion of antigen (tuberculin-treated sheep 
cells); and 0.1 ml. of physiological 
saline. The total volume was always 
0.5 ml. The following controls were in- 
cluded: a known reacting tuberculous 
serum and a nonreacting serum; a con- 
trol for anticomplementary property of 
the patient’s serum consisting of 0.1 ml. 
of the patient’s serum, one unit of com- 
plement contained in 0.1 ml., 0.1 ml. of 
appropriate dilution of antisheep ambo- 
cept or, 0.1 ml. of 2.5 per cent suspension 
of sheep cells, and 0.1 ml. of physio- 
logical saline. The tests were allowed to 
stand for one hour at 3° to6° C. They 
were shaken to resuspend the cells, 
placed in a water bath at 37° C. for 30 
minutes, and shaken at one minute inter- 
vals. The results were read by compar- 
ing the various degrees of hemolysis in 
the tests to a color standard representing 
degrees of hemolysis from 0 to 95 per 
cent, at intervals of 5 per cent. Any 
serum with which no hemolysis was 
noted was considered to be nonreacting, 
and no further tests were done. Those 
specimens which gave evidence of reac- 
tion were tested further with smaller 
amounts of sera in order to determine 
the titer. (See Tables 1 and 2.) 


SERA TESTED FROM TUBERCULOUS AND 
NONTUBERCULOUS DONORS 

Sera from 136 patients with clinical 

and laboratory evidence of tuberculosis 

were tested. The specimens were col- 

lected from January, 1951, and were 
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Tasie 1 
Technique of Preliminary Test 
Reagent 

Patient’s serum 0. 
Physiological saline 0 

Antigen (tuberculin- 
treated sheep cells) 0.2 
Complement—four units 0.1 
0.5 


Total 


obtained from patients admitted to the 
Nassau County Sanatorium for Tuber- 
culosis. No reactions were obtained with 
specimens from 10. The remaining 126 
reacted with titers from 1 to 225 (Table 
3). 

Sera were tested from 173 apparently 
normal persons; 125 were prenatal 
women and 48 employees, all of whom 
were x-rayed and showed no evidence of 
any infiltrative disease of the lungs. No 
reactions were obiained from any of 
these specimens. 

Sera from 157 patients with miscel- 
laneous diseases were tested. Sera from 
9 patients gave a titer of 1, sera from 2 
patients gave a titer of 2, sera from 1 
gave a titer of 3, sera from 1 gave a 
titer of 5, and a titer of 10 was obtained 
with another. 

Titers of 5 and 10 were obtained with 
sera from patients with clinical and labo- 
ratory evidence of Hodgkin’s disease. As 
far as it was possible to determine, no 
evidence of tuberculosis could be found 
in any of these patients. 


LEPROSY 

Since sera from leprosy patients have 
been known to react with other serologic 
tests for tuberculosis, it seemed of in- 
terest to apply this test to the study of 
sera from such patients. 

Sera from 23 of the 24 patients with 
clinical manifestations of lepromatous, 
tuberculoid, and mixed types of leprosy 
reacted in the test. In one that failed 
to react, the disease was stated to have 
been arrested. All of these patients were 
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reported not to have clinical or x-ray 
evidence of pulmonary tuberculosis. 


STUDY OF A SERIES OF SPECIMENS 

Serial specimens of sera collected at 
intervals of one or more months from all 
the patients admitted to the sanatorium 
since January, 1951, were studied sero- 
logically. In practically every instance 
there was noted a rise in titer of the sera 
collected within the first few months as 
compared to the first specimen collected 
upon admission. Although the period of 
observation is as yet insufficient for a 
complete evaluation of the serologic 
study, preliminary trends indicate that, 
with a continued study of serial speci- 
mens, a serologic pattern may evolve 
which might be helpful in determining 
activity or arrest of the tuberculous 
process. 

The results of the serologic study of 
sera collected at intervals from 3 
patients with pulmonary tuberculosis are 
presented: 


Case I 

O.E.: Age 37, white, male. 

Admitted: January 19, 1951, with hemopty- 
sis, cough, and expectoration. History of long- 
standing tuberculosis with remissions. X-ray 
showed lesions to be bilateral and far 
advanced. 

Treatment: Bed rest; para-aminosalicylic 
acid, 12 gm. daily for 3 months—a total of 
1,068 gm.; streptomycin, 1 gm. twice weekly 
for two weeks (4 gm.). 

Course: Lesions which were active upon 
admission have continued to become worse 
with extension of the process on the right side 
(see Figure 1.) 


Case II 

G.F.; Age 35, black, male. 

Admiited: October 20, 1950, with fatigue, 
loss of weight, cough and expectoration, and 
pain in right chest. History of onset, August, 
1950. X-ray examination showed far-advanced 
disease of only the right lung. 

Treatment: Bed rest; para-aminosalicylic 
acid, 12 gm. daily for a total of 3,054 gm. 
Similarly, streptomycin, 1 gm. twice weekly for 
a total of 114 gm. 

Course: In April, 1951, x-ray evidence of 
tuberculosis of the left lung. X-ray examina- 
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Tube 
Patient's serum: 
Dilution used 
Amount pipetted, ml. 
Final dilution represented 
Physiological saline, ml. 


Antigen (tuberculin-treated 
sheep cells) ml. 


Complement—four units—ml. 


No 
Donors Reaction 
Tuberculous 10 
Nontuberculous 
Leprosy 1 


Tasre 2 


Technique for Test with Reacting Serum 


1 2 
Undiluted Undiluted 
0.1 0.05 
1:2 
0.1 0.15 
0.2 0.2 
0.1 0.1 


Comparison of Titers from Tuberculous and Nontuberculous Donors 


1 2 3 
7 9 8 
1 1 
1 
1 


a 


Tasre 3 


5-10 
3s 


11-15 
21 


Titers 


20-39 
12 


a 


35-45 
8 


1 


7 8 
1:10 1:10 
0.08 0.06 
1:12.5 1:16.6 
0.12 
0.2 0.2 
0.1 0.1 


225 
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Figure 1 


tion July, 1951, showed clearing of the lesions 
of both lungs (see Figure 2.) 


Case III 

R.C.: Age 37, white, female. 

Admitted: March 7, 1951, with cough, ex- 
pectoration, slight loss of weight, and left chest 
pain. X-ray showed minimal involvement of 
right lung, with moderately advanced lesions 
of the left lung. 

Treatment: Bed rest, para-aminosalicylic 
= 12 gm. daily for a total of 2,500 gm. 

peritoneum since April 27, 1951. 

" Come: X-rays taken at intervals of 6 weeks 
to 2 months show continued clearing of both 
lungs (see Figure 3.) 


ANTIGEN STUDIES 

Since sera from approximately 7 per 
cent of patients with clinical and labora- 
tory evidence of tuberculosis failed to 
react with the routine antigen, which is 
tuberculin-treated sheep cells, it seemed 
important to determine whether cells 
treated with specific fractions of the 
tubercle bacillus would prove to be a 
more sensitive antigen. Sheep cells 
treated with optimal dilutions of a 
polysaccharide fraction of the tubercle 
bacillus were tested with sera which had 
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Figure 2 


failed to react, as well as sera which had 
reacted with the routine antigen. The 
nonreacting sera still failed to react with 
the polysaccharide-treated cells, while 
the reacting sera gave titers similar to 
those obtained with the routine antigen. 
These findings would suggest that the 
routine antigen is mainly polysaccharide 
which has been adsorbed on the surface 
of the sheep cells treated with Old 
Tuberculin. 

This observation confirms the report 


of a number of investigators,” * in that 
the polysaccharide component of the 
bacteria is usually adsorbed on normal 
erythrocytes, This has not, however, 
been found to be true of the protein 
fraction. Boyden‘ has reported that 
adsorption of purified protein prepara- 
tions on erythrocytes may be effected 
by previously treating cells with inulin 
or tannic acid. Sheep cells previously 
exposed to either inulin, tannic acid, or 
trypsin were treated with Old Tuber- 
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culin. The cells similarly exposed to 
either one of the three different sub- 
stances and treated with Old Tuberculin 
were tested with sera from tuberculous 
patients which had failed to react and 
had reacted with the routine tuberculin- 
treated antigen. The results were similar 
to those obtained with the tuberculin- 
treated and polysaccharide-treated sheep 
cells. 

Although the Old Tuberculin could 
not be considered as purified protein 


material, it was anticipated that some 
of the proteins may also be adsorbed on 
the surface of the preliminary treated 
sheep cells in addition to the poly- 
saccharide, giving the antigen a wider 
valence. 
SUMMARY 

It has been possible to detect by this test 
tuberculous antibodies in the sera of approxi- 
mately 93 per cent of tuberculous patients. 

Preliminary studies indicate that, with con- 
tinued studies of serial specimens, a serologic 
pattern may evolve which will be helpful in 
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determining activity or arrest of the tubercu- 
lous process. 

Studies made possible through the stand- 
ardization of the technical procedures have 
indicated the antigen to be mainly polysac- 
charide, adsorbed on the surface of Old 
Tuberculin-treated sheep cells. 
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International Federation of Public 
Health and Preventive Medicine 


The’ Provisional Committee of the 
International Federation of Public 
Health and Preventive Medicine held a 
meeting in Paris at the Pasteur Institute 
on October 22, 1951, with Professor J. 
Parisot, the honorary president, in the 
chair. Representatives were there from 
Belgium, Denmark, Finland, France, 
Germany, Great Britain, Italy, Nether- 
lands, Norway, Switzerland, the United 
States, and the World Health Organiza- 
tion. 

A tribute was paid to the memory of 
Dr. G. H. de Paula Souza, one of the 
founders of the Federation, and its first 
president, the director of the Faculty of 
Public Health at Sao Paulo, Brazil, who 
died in May 1951. 

In addition to national groups which 
joined the Federation at the 1950 meet- 


ing, it was indicated that the Norwegian 
Public Health Association, the Italian 
Society for Hygiene, and probably the 
Danish Association of Public Health 
will enter the Federation, as well as the 
Federation of the French Association of 
Hygienists and Municipal Technicians. 
Dr. Rene Sand of Belgium, secretary 
general, was directed to pursue negotia- 
tions, looking toward a joint meeting of 
the Federation with the American Public 
Health Association in Cleveland, Ohio, 
the week of October 20, 1952. 
Officers for the coming year include: 


President: Prof. Dr. J. H. Tuntler, Groningen, 
The Netherlands 

Vice-President: Reginald M. Atwater, M.D., 
New York 

Secretary-General and Treasurer: Rene Sand, 
M_D., Brussels, Belgium 
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Food Plant Sanitation* 


PAUL E. LAUGHLIN 
Sanitarian, Dried Fruit Association of California, San Francisco, Calif. 


ENERAL sanitation problems in- 
volved in any food industry are 
fundamentally the same. They are con- 
cerned with housekeeping, pest control, 
microérganism control, waste disposal, 
and many other contributing factors. 
These general phases of sanitation vary 
only in the degree of their importance 
as related to plants and products. The 
specific problems in different food in- 
dustries are varied and complex. There 
is little similarity in the intimate detail 
of plant sanitation requirements and 
practices in canneries, bakeries, confec- 
tionary plants, cereal mills, and dried 
fruit establishments. The one common 
problem is the necessity for maintaining 
cleanliness, so that maximum protection 
of the end product is accomplished on 
the most economical basis available. 
The mere employment of a sanitarian 
or the maintenance of a sanitation staff 
will not by itself insure the wholesome- 
ness of the pack or immunity from law 
enforcement. John L. Harvey, Asso- 
ciate Commissioner, Federal Food and 
Drug Administration, in one of his talks 
said: “Assuredly the Food and Drug 
Administration has no interest in who 
maintains a plant in proper condition 
free from filth so long as it is so main- 
tained.” Since it is the primary duty 
of any food industry sanitarian to keep 
his employer’s product above reproach, 
both from the consumer and from the 
regulatory agency viewpoint, it is im- 
perative that a food plant sanitation pro- 
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gram be actually and positively pro- 
ductive of the desired results and not 
just a spectacular effort. 

In organizing an effective sanitation 
program many important considerations 
must be observed. For example, a sani- 
tation director must consider the type of 
activity or the scope of a proposed pro- 
gram. The large corporation with many 
plants, the trade association comprising 
one or more segments of an entire in- 
dustry, and the one plant firm will 
undoubtedly require separate consider- 
ations in organizing their sanitation pro- 
grams. Other factors which will affect 
the organization and functioning of a 
sanitation program are: 


1. How much financial backing is available for 

travel, equipment, assistants, etc.? 

. Are employers concerned only with avoid- 

ing law aforcement, or have they an honest 

interest in preparing a clean food product 
for their consumers? 

3. How many firms or plants or both are in- 
volved? Are there many scattered, or a few 
localized in one area? 

4. Are there any personality conflicts with im- 

mediate employers, other sanitarians, or 
plant managers? 

. What are the activities and attitude cf law 

enforcement agencies? 

. Is top management back of the program 100 

per cent and is the sanitation director an 
integral part of top management? 


a 


a 


In studying these questions we find 
that our sanitation program will shape 
itself in accordance with the circum- 
stances under which we must operate. 
It is apparent that any food industry 
sanitation program must function within 
the economic limits afforded by that 
particular industry or plant. A program 


[182] 


. 
a) 
Me 
; 
4 
d 
| 
hua 
i. 
te 
k 
i 
ig 
4 


cannot be geared so that the mainte- 
nance of such a program will result in 
financial loss to the firm or industry. 

To be practical, we must know our 
business. We must have knowledge and 
understanding of the operating, handling, 
and processing techniques in our in- 
dustry. To be of any real assistance to 
a food industry, a sanitarian must be 
familiar with the handling procedures in 
order to be able to recognize the sani- 
tary problems. When he knows what the 
sanitary problems are he must proceed 
to solve them, utilizing ingenuity along 
with good common sense and scientific 
knowledge. It is not always possible to 
solve a problem immediately and in the 
way that is theoretically correct. One 
cannot say “tear it down and build a 
new one,” or “your handling procedures 
are all wrong, you, will have to find 
another way!” If the sanitarian is un- 
able to provide another way within rea- 
sonable limits, he may have to impro- 
vise to solve the immediate problem. I 
do not mean to imply that better ways 
in which to handle and process food are 
not necessary. New methods are finding 
their places every day, but some things 
may have to wait until the proposed 
change has proved its worth or until 
funds are available. 

All food concerns are interested in 
avoiding confiscation of their product 
which will result in bad publicity and 
great financial loss. How much further 
some concerns are interested is another 
problem. They may merely wish to 
meet the minimum food law require- 
ments as currently enforced, or they 
may have a sincere desire to produce a 
clean product and provide immaculate 
plant conditions. Those who are inter- 
ested in a sanitary end product over 
and above the laws and tolerances have 
become more and more aware of the 
importance of over-all plant sanitation 
in controlling potential sources of con- 
tamination. They have been shown that 
an efficient sanitation program can 
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actually eliminate many potential 
sources of contamination. 

The Dried Fruit Association is a 
trade association made up of a large 
percentage of the packers of dried fruits, 
e.g., prunes, figs, pears, apricots, 
peaches, apples, and raisins. The mem- 
bers include large and small firms. Some 
operate comparatively small plants 
handling local production of one variety, 
whereas others pack the full line in sev- 
eral plants located in areas of principal 
production. Some of our members 
employ trained sanitarians, and others 
have chemists, food technologists, or 
quality control men who are responsible 
for the sanitation within their respective 
plants. We work closely with these 
men where our activities concern their 
plants. Our work covers the packing 
end of an entire industry which, at times, 
gives us an opportunity to be of assis- 
tance to a sanitarian whose work may be 
confined to one phase of the indus- 
try. 
The dried fruit industry has become 
more and more conscious of the im- 
portance of sanitation in the handling of 
foodstuffs. The industry, realizing the 
need for a continuous program, has made 
plant sanitation a major project. The 
sanitation department employs two 
trained sanitarians, a director and an 
assistant. Since I came io the dried 
fruit industry without any special 
knowledge about it, I have spent con- 
siderable time becoming acquainted with 
the operating procedures and observing 
the unique and specific sanitation prob- 
lems with which the industry has to 
contend. Our program in the dried fruit 
industry is designed to incorporate any 
and all phases of sanitation which may 
be implicated in the receiving, proc- 
essing, storing, and packaging of dried 
fruit for human consumption. 

The routine aspect of our program 
consists of regular rounds of plant in- 
spections, including all of our members’ 
properties and plants. These inspec- 
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tions are unannounced and include an 
over-all check of all phases of sanitary 
practice. In warehouses, the inspection 
involves principally a check of general 
housekeeping and pest conditions. In 
packing plants the inspection must in- 
clude a number of other considerations 
from personnel behavior to physical con- 
ditions of the plant. There is no set 
routine and there is no check list for 
reporting these inspections. Factual 
notes are made of any sanitary de- 
ficiency and the superintendent is in- 
formed of all findings. Recommendations 
are made for the correction of any 
deficiencies. A narrative report is sub- 
mitted to owners and principals of the 
firms involved, with extra copies for 
superintendents. A copy of each report 
goes into the association’s file for ready 
reference in checking plant conditions in 
regard to improvement, or backsliding, 
as compared to previous inspections. Our 
aim is, first, to take care of the funda- 
mental changes which are obviously 
direct food contaminating hazards. Once 
these changes have been accomplished 
we are able to consider conditions which 
indirectly contribute to possible food 
contamination and various other desir- 
able but less important sanitary features. 
In other words, we do not make a prac- 
tice of complicating our reports with 
the so-called superficial niceties until we 
have solved the primary sanitation prob- 
lems at hand. 

This inspection and reporting routine 
involves frequent personal contact by 
the sanitarian with the plant, the man- 
agement of the plant, and the owners. 
At all times we encourage members to 
submit any sanitary problems which we 
miss. Where we ourselves do not al- 
ways have the answers at our finger tips, 
we usually do know where the answer 
may be found. We have had very 
helpful assistance from the University 
of California, Food Technology Divi- 
sion, the Dried Fruit Insect Laboratory 
of the U. S. Department of Agriculture, 
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and from our own Dried Fruit Associa- 
tion Technical Department. 

The only yardstick of the success of 
our program is believed to be the actual 
results noted in the various plants. This 
trend is measured by our so-called 
Comparative Sanitation Report. This 
report is based on the narrative type 
reports that are submitted following 
each complete round of plant inspec- 
tions. Three phases of sanitation are 
separately covered, one evaluating the 
Physical Condition, one the Operational 
Condition, and one for the Pest Condi- 
tions. All grades are arbitrarily assigned 
and each plant is graded in comparison 
to what is considered the most satisfac- 
tory over-all sanitary conditions noted 
during any one round of plant inspec- 
tions. For the purpose of this report, 
and to assure a clear understanding of 
what we mean in assigning grades, we 
have defined such collective terms as 
“Housekeeping,” which means various 
different things to different people. 
Housekeeping, in so far as our inspection 
and reporting procedures are concerned 
is defined to include: (1) Storage con- 
ditions, (2) Orderliness, (3) Janitor 
service—nothing more. We refer to 
other phases of sanitation under appro- 
priate headings, i.e., “Machinery and 
Equipment,” “Personnel,” and “Physi- 
cal Plant Conditions,” and so forth. Two 
of these comparative reports are made, 
one dealing with packing plants and the 
other dealing with warehouses. A com- 
plete report of the grading of all plants 
is distributed to all participating firms. 

In order to maintain as much uni- 
formity as possible, :vith two of us inde- 
pendently making plant inspections, we 
periodically follow one another in in- 
specting various plants (a double 
inspection) and then compare notes to 
find out if we have noted the same 
conditions. This has proved very effec- 
tive in maintaining uniformity in report- 
ing as well as keeping both of us on 
our toes in making inspections. 
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Our relationship with all firms and 
plants is confidential. The condition and 
rating of plants is revealed only to 
owners and responsible employees of the 
firms involved. To preserve this con- 
fidence, code symbols are used to iden- 
tify plants in our Comparative Sanita- 
tion Reports. 

Not only is there an indication of 
industry trend from one Comparative 
Sanitation Report to another, but also 
there is aroused a competitive spirit 
between firms and between plants within 
a firm. Each tries to merit a grade 
better than the others and to improve 
his position in the industry listing. This 
actually is occurring and in many cases 
the Comparative Report probably 
serves a more useful purpose in the 
promotion of interest than any other 
single feature cf our program. It is 
possible, in almost every instance, to 
correlate individual grades with the 
reasons for improvement or retrograde 
in the position of plants on this Com- 
parative Report. 

Upon request, we make special visits 
to aid in any way that the member firm 
wishes, in addition to routine plant in- 
spections to all member plants. For 
example this may include special in- 
struction in the fundamentals of food 
plant rodent control to employees re- 
sponsible for rodent control within their 
respective plants. Occasionally, in re- 
sponse to a request, we have personally 
directed a demonstration of a particular 
phase of sanitation in an individual 
plant. Other special services include 
participation in individual plant meet- 
ings or company meetings. Such meet- 
ings give us an opportunity to discuss 
sanitation problems informally with 
foremen, foreladies, and other supervis- 
ing personnel. 

Our program also includes regular 
sanitation meetings held annually in 
different’ locations near the centers of 
dried fruit plant locations. These meet- 
ings are held in the off season of the 
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year. Owners, superintendents, sani- 
tarians, foremen, and other personnel 
specifically responsible for sanitation are 
invited to these meetings. Attendance 
is on a voluntary basis and the meeting 
involves an afternoon starting with 
lunch. We have tried to make these 
meetings interesting and informative by 
encouraging participation by those in 
attendance. One sanitation subject is 
chosen for each meeting, e.g., Receiving 
and Storage, Machinery (clean-up, con- 
struction and design). Personnel Be- 
havior, and so forth. Subject matter for 
these district meetings is usually chosen 
on the basis of its current importance 
and is decided upon by the Dried Fruit 
Association Sanitation Committee. For- 
mal addresses, films, slides, and round- 
table discussions have all been exploited. 
Each year we strive to improve on past 
meetings. Our recent district meetings 
have emphasized a discussion period 
preceded by visual aids in the form of 
slides from our own film library. Aside 
from the main purpose of selling specific 
sanitation features to plant men, these 
meetings bring together individuals from 
competing firms and afford them an 
opportunity to talk over common 
problems. 

The Dried Fruit Association has or- 
ganized two sanitation committees, 
Northern District and Fresno District, 
which are appointed each year at the 
Dried Fruit Association Annual Meet- 
ing. These committees are made up of 
men from representative member firms. 
Regular committee meetings are held 
monthly in the off season and every 
other month during the busy season. 
Current sanitation problems are ais- 
cussed at these meetings. In general 
these committees help guide the over-all 
course of our program. 

Another very valuable meeting is the 
Dried Fruit Association Annual Meet- 
ing. Since the industry is concentrated 
in the northern interior valleys of Cali- 
fornia, it is possible to hold a general 
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meeting each year, and practically all 
owners and principals attend. Time has 
always been allotted at these meetings 
for a report from the Sanitation Depart- 
ment. The business sessions are closed 
meetings in which the speakers can un- 
bend freely with their problems, bring 
out the crying towel, irritate or compli- 
ment the members, or in other ways 
attempt to influence the guiding policies 
in the group toward a better understand- 
ing of the needs of the program. This 
one meeting, even with the short time 
allowed for sanitation reports, gives us 
a real opportunity to advise those who 
are the policy makers in our industry 
concerning the progress and needs of 
their sanitation program. 

Each month we publish a sanitation 
newsletter aimed primarily to contact 
those responsible for sanitation in the 
plants. This newsletter is mailed to all 
owners, superintendents, foremen, and 
other key personnel. Material includes 
any new developments in sanitation, 
answers to specific questions, new mate- 
rials and equipment of sanitary signifi- 
cance, abstracts from current literature, 
and articles by various plant men. We 
include virtually anything which we feel 
will be of value from a sanitation view- 
point to our industry. 

We participate in some research from 
time to time in coéperation with our 
Technical Department. The Dried Fruit 
Association Technical Department main- 
tains a laboratory and staff of highly 
skilled technicians in Fresno, Calif. 
Whenever the solution of a sanitation 
problem requires technical research, this 
department and its facilities are avail- 
able for our use. 

Our photo library, which we are 
building continuously, consists of slides 
and prints of the sanitary features in 
dried fruit plants. At present we have 
approximately 500 slides in color and 
black and white. Many of these slides 
would be difficult, if not impossible, to 
duplicate because of the numerous 
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changes that have taken place since 
the collection was started. This photo 
library serves as a main source of visual 
aid material used for our various meet- 
ings. We feel that this collection of 
photographs is especially valuable be- 
cause all pictures pertain specifically to 
our industry and its problems. We are 
not forced to look to other sources for 
visual demonstration material which 
oftentimes is not pertinent. 

We hold membership in several pro- 
fessional organizations such as the Asso- 
ciation of Food Industry Sanitarians, 
Institute of Food Technologists, Amer- 
ican Association of Economic Entomolo- 
gists, and the National Association of 
Sanitarians. Since our time is limited, 
we cannot be active in all these organiza- 
tions but much is gained from the 
journals as well as any meetings or 
conferences which we are able to attend. 

We have recently worked out a guide 
for self-inspection programs in the indi- 
vidua! plants, large, medium, and small. 
The purpose of this guide is to assist 
each and every member plant, and 
especially those not employing sani- 
tarians, in setting up a program which 
will enable them to find their sanitation 
problems and in turn promptly correct 
them without outside assistance. The 
program guide includes a procedure set 
up for the plant depending on its 
organizational size, a check list on what 
to look for and how to inspect, and a 
reporting form. As we make plant in- 
spections, we encourage the employment 
of self-inspection programs and offer 
assistance in setting up such programs 
for each plant. 

Our association sanitation program is 
primarily educational. The human ele- 
ment, so vital and yet so difficult to con- 
trol, is probably our program’s most 
serious concern. We must deal with 
individuals who have varying concepts 
of sanitation. Some have a very high 
sensibility to hygienic decency, while 
others may not see the necessity for 
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practising some sanitary measures. This 
problem becomes very acute when you 
are dealing with people who have not 
learned about modern personal hygiene 
and have little desire to accept the high 
standards of sanitation expected of 
them. The problem of changing people’s 
pattern of living as expressed in terms of 
successful plant operation over a period 
of years calls for exceptional salesman- 
ship. In our case it is selling sanitation, 
and every effort is made to develop a 


consciousness on the part of the firm. 


and the worker which will result in de- 
sirable sanitary practice. In accom- 
plishing these ends we always tell the 
person or persons concerned the specific 
reasons for sanitary measures. Without 
overlooking building and design, our 
program stresses “Operation.” 

The desire in our industry. and with 
our program, is for results and not just 
that an effort be made. Our entire ap- 
proach to plant sanitation is from a pre- 
ventive viewpoint. Law enforcement 
agencies see the situation differently 
since their work is based on food laws, 
and correction by legal action is their 
ace-in-the-hole. This, of course, means 
that evidence which will stand up in 
court must be obtained and, conse- 
quently, many Food and Drug In- 
spectors make their inspections to search 
primarily for such evidence. Many 
times conditions are overlooked which 
should be corrected but which are not 
actionable under the laws. 

In order to perform a complete service 
we must consider the word “insanitary” 
in its broadest sense. We cannot be and 
are not concerned only with health haz- 
ards, in fact most of our work evolves 
around the esthetic things. Section 402 
(a)(4) of the Federal Food and Drug 
and Cosmetic Act says, “A food shall be 
deemed to be adulterated if it has been 
prepared, packed, or held under insani- 
tary conditions whereby it may have be- 
come contaminated with filth, or 


whereby it may have been rendered in- 
jurious to health.” The “May” clause, 
as this law is commonly known, points 
up the first and most important function 
of a food plant sanitation program and 
that is to control contamination of the 
pack. We also must be concerned with 
employee appearance, behavior, and 
welfare, especially as they pertain to 
possible food contamination. We are 
always mindful of the regulations related 
to employee health such as proper type 
drinking fountains, lighting, and ventila- 
tion. 

An example of the superficial and 
what we consider to be secondary in a 
plant sanitation program is pointed out 
by John Harvey of the Federal Food 
and Drug Administrat‘on, who said: “I 
have seen manufacturers spend thou- 
sands of dollars in improving their 
premises by the use of glass, brick, and 
tile to make fancy and appealing front 
offices and exclude the fundamental 
changes which might be much less ex- 
pensive but which would render their 
plants truly fit as a place for food 
manufacture.” 

As we look forward to further mod- 
ernization and progress in our industry, 
we exe not forgetting the old saying that 
“Rome was not built in a day.” This 
calls for considerable patience along with 
much hard work. In looking back on 
our accomplishments we can see definite 
progress and we know that our program 
has been worth while, otherwise it would 
not have been sustained and expanded. 
At the same time we are never satisfied 
and are continually striving to make 
changes which will be of greater value 
to our employers as indicated by ever 
better plant conditions. 


REFERENCE 
1. Food Plant Sanitation, John L. Harvey, Chief of 
Western District Federal Food and Drug Admini-- 
tration, given at a joint meeting of the Northern 
California Pest Control Association and Pest Control 
Operators of California, San Jose, Calif. July 27, 
1946. 
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Report 


Feb., 1952 


on Educational 


Qualifications of Public Health Dentists* 


to offer criticism and suggestions. 


This is a provisional report published at the request of the Committee on Professional 
Education of the American Public Health Association before transmittal to the Governing 
Council in order to permit the members and Fellows of the Association to review it and 
All comments will be carefully weighed by the Com- 
mittee on Professional Education and accepted changes will be incorporated in the report 
before presentation to the Governing Council: for action. 


I, THE SCOPE OF ORAL HEALTH NEEDS 

Dental diseases and defects probably 
are the most widely spread of chronic 
disorders found throughout the world. 
The important role that oral health 
plays in the health of the body is receiv- 
ing general recognition, and demands 
for competent dental services are con- 
stantly increasing. It is obvious that 
interests and activities directed toward 
the prevention and control of dental 
diseases and the maintenance of healthy 
oral tissues become an obligation of 
health departments. In recent years, 
there has been a marked growth of inter- 
est in dental public health, and by 1949 
the state health departments of 45 
states, the District of Columbia, and 
all territories had established dental 
health units. Full-time personnel in 
dental public health programs, during 
1949, totaled 626, with 243 employed 
in state health departments and 383 en- 
gaged at the local level. 

The specific objectives of dental pub- 
lic health are the prevention, early de- 
tection, and correction of the lesions of 


* This report, like all other statements of the com- 
mittee on professional and technical qualifications in 
public health, is subject to periodic revision in order 
that it may be kept abreast of the best thought. 

This proposed report is a revision of the Report on 
Educational Qualifications of Public Health Dentists 
approved by the Governing Council on December 6, 
1945, and is intended to supersede the earlier report. 


dental caries; accurate diagnosis, pallia- 
tive treatment, and interference with 
malocclusion at the proper age level; 
instruction in proper mouth hygiene 
and the prevention and treatment of 
gingivitis and more involved periodontal 
disease; the surgical and prosthetic 
treatment of oral clefts and codperation 
in speech rehabilitation; the detection 
and treatment of other oral anomalies; 
the early detection of oral cancer; the 
prompt treatment of all conditions suf- 
fered by teeth or jaws involved in acci- 
dents; the production of scientifically 
accurate information; the motivation of 
proper oral health habits and attitudes 
on the part of the public; and the de- 
velopment of sound administrative and 
evaluative techniques for dental public 
health programs. 

Of major interest in the field of public 
health at present is the practice of den- 
tistry for children. The conclusion has 
been accepted universally that dentai 
care begun as early as possible for the 
young child and continued regularly 
thereafter prevents the need for major 
mouth rehabilitation in early adult life. 
At the same time, welfare and rehabilita- 
tion programs for adults are increasing. 


Il. THE FUNCTIONS OF PUBLIC 
HEALTH DENTISTS 
In addition to intelligent and effective 
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participation in general public health 
work and administration, the public 
health dentist must assume the special- 
ized tasks incident to a dental health 
program. He may be expected to keep 
informed regarding the latest develop- 
ments in dental research; to maintain 
competency in directing the details of 
any service program; to serve as a con- 
sultant for oral diagnosis; to provide 
laboratory facilities for oral diagnoses; 
to prepare and initiate plans for the 
dental phases of new heaith programs, 
including the facilities; to provide pro- 
fessional advice in developing and sup- 
plying authentic and effective dental 
health educational material; to provide 
instruction in sound dental health prac- 
tice to groups of public health workers, 
teachers, and others; to institute dental 
research projects which have public 
health implications; to codrdinate the 
efforts of a variety of agencies, official 
and nonofficial, that deal with dental 
health; and to develop specialized in- 
dexes and records for measuring and 
appraisin,, the efficacy of dental health 
programs. 

The progressive dental public health 
administrator will seek a broad insight 
into social tends as they affect, or will 
affect, the practice of dentistry. He will 
wish to learn how to prepare policies and 
budgets for an increasing variety of 
programs. After some experience with 
the operation of these programs he will 
want to evaluate them. He will wish to 
determine policies for his attitude 
toward and his codperative activities 
with other public health divisions, the 
organized dental profession, and the 
various community organizations and 
agencies. He will desire information 
about personnel classification, merit sys- 
tems, equipment and materials. All of 
these activities, and others, grow out of 
the special problems of administration 
of the public health dentist. 

So much of the dental health educa- 
tion material of the immediate past has 
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been inaccurate or misleading in state- 
ment, commercially propagandizing in 
nature, unattractive in appearance, and 
not in accord with sound educational 
practice that the public health dentist 
should possess the ability to evaluate 
critically all dental health educational 
materials. He should be able, also, to 
secure accurate scientific information, 
and he should be well versed in the 
preparation and utilization of effective 
teaching materials. He should be pre- 
pared to serve as consultant in dentistry 
to the health officer and other public 
health personnel in regard to dental 
problems or their solution. 


Ill. THE EDUCATIONAL BACKGROUND OF 
PUBLIC HEALTH DENTISTS 
For admission to the program of study 
in dental public health, the candidate 
must have completed a course leading to 
the degree of Doctor of Dental Surgery 
or Doctor of Dental Medicine, in a 
school of dentistry approved at the time 
of graduation by the Council on Dental 
Education of the American Dental As- 
sociation. An internship, or at least two 
years’ experience in the practice of den- 
tistry, and some experience in public 
health practice are desirable as addi- 
tional requirements for admission. 


IV. GRADUATE OR PROFESSIONAL 
EDUCATION 
Consideration of the functions of the 
public health dentist indicates that there 
are two distinct phases to his profes- 
sional specialization: (1) instruction in 
the general principles and practices of 
public health in order that the dentist 
may take his appropriate place in the 
public health program as a whole, and 
(2) instruction in those sciences and 
disciplines which prepare the student 
to function adequately in dental public 
health. 
1. Instruction in Public Health: In 
order that the dentist may be prepared 
to assume an appropriate role in the 
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public health program as a whole, it is 
apparent that he should include in his 
program of study courses in biostatistics, 
epidemiology, sanitation, public health 
administration, and health educa- 
tion. 

2. Dental Public Health: Advance- 
ment in diagnostic, preventive, and 
restorative techniques of dentistry now 
is moving at a rapid pace; therefore, 
it is essential that dental public health 
students have opportunity to review the 
most recent advances in oral bacteriol- 
ogy, pathology, physiology, biochemis- 
try, nutrition, dental materials, operative 
procedures for children, oral diagnosis, 
palliative orthodontic treatment, and 
preventive or contro] measures. It is 
recommended that child growth and de- 
velopment and a review of the technical 
phases of dentistry for children be 
stressed. The degree of this emphasis 
will be determined by the student’s pre- 
vious preparation and experience. 

It appears advisable, in addition to 
general courses in administration and 
health education, that the public health 
dentist should have a course dealing 
specifically with problems in the admin- 
istrative phases of dental health pro- 
grams. Such problems include the social 
and economic aspects of the practice of 
dentistry, the planning and conduct of 
surveys to acquire essential data, the 
appraisal of dental health information, 
the selection of personnel and equip- 
ment, and the evaluation of established 
dental public health programs. 

It will be found that there is consid- 
erable variation in the preparation of 
students who enroll in the curriculum 
in dental public health. Therefore, a 
wide range of courses offered in several 
schools and colleges of the university 
should be open to him as elective sub- 
jects. Graduate courses in the school 
of dentistry will be recommended for 
most students, and desirable electives 
may be found in the school of medicine 
and in the school of education. Courses 
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in the social sciences also may be 
recommended to professional students in 
dental public health. Since effective 
communication is an indispensable tool 
for the public health dentist, sufficient 
experience in public speaking and pos- 
sibly journalism and radio communica- 
tion is essential. 


V. PERSONAL QUALITIES 

It is apparent that the personal quali- 
ties of one who is to direct the interests 
and activities of a dental public health 
program should be similar to those for 
directorship in the other fields of public 
health; namely, intelligence and com- 
mon sense, adaptability, creative ability, 
judgment, leadership, enthusiasm, alert- 
ness, and good health. Much of the 
success of the director of a program of — 
dental public health will depend on his 
capacity to establish favorable public 
relations and to organize codperative 
efforts. 


VI. APPROXIMATE TIME REQUIRED 

Satisfactory completion of one aca- 
demic year of study, or an equivalent 
period, and sufficient practical field ex- 
perience in a public health department 
to satisfy the administrative officer or 
committee of the school of public health 
may be considered the usual time re- 
quirement. The degree of Master of 
Public Health (M.P.H.) should have 
been earned upon completion of this 
program of study. More extensive field 
experience or residency training under 
supervision of a recognized public health 
agency is advisable for the public health 
dentist who is to assume important ad- 
ministrative responsibilities. 


VII. TYPE OF INSTITUTION BEST FITTED 
TO GIVE TRAINING 

Since the courses of study, prescribed 

and elective, which make up a curricu- 

lum in dental public health will be of- 

fered in several schools of the university, 

it is apparent that a university which 
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maintains these necessary schools in a 
convenient, codperative relation to each 
other is in a most favorable position to 
offer a professional program of study in 
dental public health. Ideally, the pro- 
gram should be developed in a school of 
public health, in close coéperation with 
a school of dentistry. The prescribed 
courses of study which acquaint the 
student with the general principles and 
practices of public health should be com- 
pleted in common with professional stu- 
dents in other fields of public health. 
Obviously, the preceding statement 
relative to the educational qualifications 
of public health dentists applies spe- 
citically to dentists who anticipate 
careers as directors or administrators of 
dental public health programs. A 
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second category of functions of dentists 
in public health is recognized; namely, 
professional services in dental clinics 
which are being established in increasing 
numbers as part of comprehensive health 
programs in the public schools, local 
public health departments and nongov- 
ernmental agencies. Increasingly, den- 
tists are being employed, on a part-time 
or full-time basis, to provide the dental 
services of these clinics. Dentists thus 
employed should be thoroughly familiar 
with the technical requirements of such 
work. It is apparent that graduation 
from a school of dentistry approved by 
the Council on Dentai Education of the 
American Dental Association should be 
required of a dentist functioning in this 
category of services. 
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WHAT NEXT IN “RESEARCH AND STANDARDS” 


E Committee on Research and Standards has come of age and now in its 21st 

year is thinking of man-sized jobs for the next two decades. Dr. Hammon, the 

fifth chairman, with such notable predecessors as Abel Wolman, L. R. Thompson, 

Kenneth Maxcy, and Thomas Francis, has called for sound thinking for the future. 

Two possible directions of effort may strike a spark in the inflammable minds of 
some of our more volatile, if not yet voluble, members. 

While research is in the very atmosphere, political, financial, commercial, as 
well as in institutions where it is worshiped, it has an inchoate character to the mass. 
We in public health have a somewhat different order of priorities in mind than have 
physicians concerned with care of the sick. 

What are we anxiously waiting for, so that the already accepted facts of 
discovery or prevention of disease can be more quickly applied in public health and 
at minimum cost? 

What are the realities of personal hygiene upon which our far-flung claims of 
health education are in the last analysis based? 

We must await the deep knowledge of the basic truths of nature upon which a 
new mass of practically useful discoveries will be built, but in the meantime there 
are tests of mass measures and mass results which relatively simple epidemiological 
methods will refine and make secure. In the hurry and drive to keep up with 
sometimes hysterical popular demand for instant attention to some temporary 
enthusiasm, we continue rather thoughtlessly our traditional policies and field 
procedures. What did well when the tuberculosis death rate was 150 and more per 
100,000 per annum may be inexcusably wasteful and unproductive when the rate is 
15 or less. Educational handouts for young couples hoping for a son and heir are 
but wastepaper for the accumulating mass of grandparents out of work. What do . 
we need to know and where can we turn for an answer? Yes! of course to sys- 
tematic, controlled, imaginative and appropriate research. Well, then, what research 
is needed for today’s and tomorrow’s public health? 

[192] 
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A list of urgently needed research in laboratory and field might well be prepared 
and published from the Committee on Research and Standards to give some point 
and form to the heterogeneous and quite unrelated or interrelated projects bursting 
upon us with little probability of prompt usefulness. No one should dare to play the 
prophet and decide for students of the sciences the direction or objective of their 
research endeavor, but guidance in the relative importance to public health among 
a number of proposed researches is well within the province of the Committee on 
Research and Standards. 


THE FAMILY DOCTOR 


OST recent discussion in this country of the British National Health program 

has tended to confuse the real issues involved. What we really want to know, 

as a signpost for our own future, is, “What has proved good and what has proved 
bad in the British experiment?” 

There must be something good about a plan which had the wholehearted support 
of both English political parties in the recent election and which—in general prin- 
ciple—is accepted by the British medical profession. There are also serious defects 
in the plan, as we are beginning to learn from competent American experts who. 
have thoroughly studied its operation on the ground. 

One of these defects—and perhaps the most serious one—is the relationship, 
or the lack of relationship, between the family physician and the specialist in the 
hospital and the tendency to domination of the family physician by the specialist. 
This is by no means a trend limited to compulsory insurance programs. In the 
United States, where no “plan” is in operation and where the forces of free competi- 
tion have full play, the same process may be noted. Here, too, we have a drift in 
the same direction. Prestige and financial reward tend to go to the specialist rather 
than to the general practitioner; and too often the patient resorts to the specialist 
without intermediate contact with the family physician. Many forms of surgery will 
normally be undertaken only on referral; but, more and more, patients have the 
habit of consulting the dermatologist, the ophthalmologist, the otolaryngologist on 
their own initiative. 

It seems to the writer that this is unfortunate. The human body is not an 
aggregation of organs but an organism; and it would appear that surgery of all 
forms, as well as any other specialized type of treatment, should be provided in the 
light of a knowledge of the total personality concerned. Only the family physician 
has (or should have) this knowledge. He has observed the reaction of John Smith 
to specific drugs and to the normal and abnormal stresses of daily life. He knows 
John’s allergies and his powers of adaptation. He has some knowledge of John’s 
hereditary background, which may be a significant element in the picture. He 
understands something of his emotional responses. The family physician may not 
use the technical terminology of the psychiatrist—he may even treat such termi- 
nology with amused contempt—but if he is a really good family physician he is 
ipso facto a mental hygienist. 

It is such a family physician as this who should be primarily in charge of John 
Smith’s health, with every facility of modern specialization at his disposal but with 
himself as the quarterback who calls the signals. Such a relationship is probably 
as rare with us in practice as it is in England; but it is the sort of relationship toward 
which we should consistently strive. 
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It seems probable that a goal of this kind has been most nearly attained (aside 
from those families completely uninhibited by economic considerations who have 
a family physician regularly on call for hygienic guidance) in groups of persons who 
enjoy the advantages of a prepaid group practice unit. This situation is found in 
certain localities under the HIP of New York; and in certain coéperative and labor 
groups. Here there is no financial inhibition to limit resort to the family physician, 
since the service is prepaid. There is no temptation to use the specialist too little 
or too much, since no financial competition between one physician and another is 
involved; and there is opportunity for the fullest and most fruitful continuing 
codperation between the family physician and the specialist. 

The degree to which such an ide’ ‘hree-sided relationship between family and 
family physician and specialist can be attained should be a primary criterion in the 
judging of any proposal for improving the medical care of the American people. 


THE NEW INTERNATIONAL SANITARY REGULATIONS 


HEN official delegations representing 64 countries at the Fourth World 
Health Assembly unanimously voted the new International Sanitary Regu- 
lations, they not only established greatly improved procedures in foreign quarantine 
but also affirmed that world law can be written even where interests clash. These 
Regulations, which from October 1, 1952, will govern all sanitary measures that 
may be applied to international traffic, will have force of treaty for all Member 
States of the World Health Organization in so far as specific reservations have not 
been made before next March. 

Interests do indeed clash in matters relating to foreign quarantine. The 
extraordinary development of civil aviation permits us to reach points in Africa or 
Southern Asia in two or three days, and the volume of air traffic already exceeds that 
of maritime traffic, so far as passengers on an international journey are concerned. 
We cannot afford to lose this advantage on account of quarantine hindrances. On 
the other hand, we cannot lose sight of the fact that the incubation period of many 
dangerous epidemic diseases is longer than the time it takes to go around the world. 
Hundreds of millions of dollars are invested in the means of fast communications, 
but great epidemics are not less costly. 

India and Pakistan are acutely aware that the introduction of yellow fever into 
their Aedes-infested countries might cost tens of millions of lives, and, once 
established, it would be almost impossible to eradicate the disease on account of 
the presence of a multitude of susceptible monkeys. Egypt is living in dread of 
cholera, which caused over 10,00C deaths when last introduced in 1947. Indonesia 
and the Philippines, too, must keep cholera out. The wool industry of Australia 
could be ruined should rabies be introduced. 

The United States need no longer seriously fear cholera, plague, typhus or 
yellow fever, which cannot develop into epidemics against our highly developed 
sanitary defenses. We are still vulnerable to smallpox because in many parts of 
the country the state of vaccination is not what it should be. Fortunately, our 
modest quarantine requirements need not interfere with our rapidly growing interests 
in world traffic. 
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Until recently the United States policy in matters of foreign quarantine has been 
highly protectionist. In 1926 and 1933, when ratifying the International Sanitary 
Conventions for Maritime and Aerial Navigation, respectively, the reservations 
of the United States amounted to the statement that we would do as we saw fit. In 
1951, the United States, together with the United Kingdom and others, has taken 
the lead in limiting arbitrary action, and we have claimed no privileged position 
for ourselves. 

At present, international rules regarding foreign quarantine are in a state of 
chaos because of the tardiness of many countries in ratifying the international 
conventions and failures to abide by them. Thirteen International Sanitary Con- 
ventions dating from 1903 to 1944, all of them more or less outmoded, govern the 
measures which the various countries may take at their frontiers. Some of the 
newer countries are bound by no agreements. Unnecessary inconveniences to 
travelers, to shipping and air lines are most serious. Only a few months ago, traffic 
from Near East countries to Arabia was brought to a standstill on account of a 
local plague outbreak in a remote village of Yemen. 

All of these old conventions and partial agreements will be swept away by 
the new Regulations, and law and order will prevail from a set date. 

The first International Sanitary Conference met in Paris—without success— 
in 1851, and so the new Regulations are the result of a century’s effort. Interna- 
tional legislation in this important field became possible not only on account of 
Articles 2i and 22 of the WHO Constitution, but also because public health 
workers have developed a sense of international professional solidarity. This 
awareness of world health as an indivisible whole has received an important 
impetus through the recent growth of the World Health Organization and the 
technical assistance projects. 

The new approach to the problem which appears in the Assembly resoiutions 
introducing the Regulations is well expressed in the explanatory memorandum of 
WHO: “A community is more effectively protected against pestilential diseases 
by its own public health service than by sheltering behind a barrier of quarantine 
measures.”” Governments were invited by the Assembly to improve sanitary con- 
ditions in their own countries, especially around seaports and airports, and to relax 
the permitted measures whenever possible. 

The text of the Regulations was worked out in a Special Committee to which 
all countries were invited to send delegations. The Committee met in Geneva, 
Switzerland, before the World Health Assembly and discussed the Articles in daily 
meetings for a month on the basis of a draft prepared the year before by the WHO 
Expert Committee on Epidemiology and Quarantine. The American member of the 
Expert Committee was Dr. G. L. Dunnahoo, Chief of the Division of Foreign 
Quarantine, U. S. Public Health Service. The Public Health Service members of 
the U. S. Delegation to the Special Committee were Dr. Joseph A. Bell, Chief of 
Epidemiology, National Microbiological Institute, and Dr. Knud Stowman, Foreign 
Affairs Health Adviser. There were also delegates from the Department of State, 
the U. S. Air Force and the American Airlines. 

Foremost among the principles successfully promoted by the U. S. Delegation 
was that successful control of international transmission of pestilential diseases, 
as well as removal of hindrances to international travel, depends in the first instance 
on immediate and complete information from all parts of the world regarding the 
appearance of these diseases and all the relevant circumstances. At present, more 
than half of the restrictive quarantine measures are due solely to the lack of rapid 
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and reliable information regarding the occurrence of smallpox, rat plague in ports, 
and jungle yellow fever. 

All countries have to report annually to WHO on the workings of the Regula- 
tions—another American proposal. Periodic revisions of the Regulations can there- 
fore be undertaken in full cognizance of the facts. Hitherto only personal opinions 
and theoretical considerations served as guides in the preparation of Sanitary Con- 
ventions. Machinery is also set up to settle international conflicts concerning the 
application of quarantine measures. 

Other provisions concern the establishment of transit areas in airports where 
passengers and crew can be segregated, thus avoiding the measures which may be 
taken against an infected area. 

The eradication of Aedes aegypti in a large part of Latin America has been 
taken into account and Aedes-free districts are no longer considered part of the 
quarantinable yellow fever areas. Measures against plague other than the pneu- 
monic type are now entirely based on control of rodents and their ectoparasites. 
The provisions for disinsectization and other measvres on departure from infected 
areas have been strengthened. 

A smallpox.vaccination certificate may be required from any person on an 
international journey. There is no defense other than vaccination against the 
spread of smallpox, and this measure seems necessary’so long as the disease is so 
widespread. Keeping up the state of vaccination among those traveling abroad 
contributes directly to our home defense against smallpox. At the same time, the 
smallpox certificate was simplified so that a shorter waiting period and fewer 
signatures are required. No charge may be made for vaccinations performed on 
arrival. 

A simplification of all sanitary documents is noted. Maritime declarations of 
health, deratting or deratting-exemption certificates and yellow fever, smallpox, and 
cholera vaccination certificates are the only sanitary documents which may be 
required for international travel. Radio pratique for ships approaching port is 
encouraged. 

Technically, the new International Sanitary Regulations are undoubtedly 
a most important step forward, not only in the handling of international travel? 
formal.ties but also in the measures for control of pestilential diseases. This 
demonstration of world legislation reveals a startling advance made in international 
technical collaboration during the last seven years of which we hardly are aware. 
It was in 1944 that the last International Sanitary Conventions were signed, and 
in those seven years only 18 ratifications have been obtained. In 1951, professional 
public health administrators properly accredited by their governments sat down 
together and worked out a sensible up-to-date plan, keeping human rights and 
scientific facts in mind, and a year later it will become world law. 

We think that perhaps most people are inclined to be too pessimistic when 
appraising the future of relations between nations. 
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Clearing House on Public Health Salary 
Information and Personnel Needs 


PRIVATE PHYSICIANS EARN MORE THAN 
SALARIED PHYSICIANS 

Physicians in independent practice 
averaged $11,858 of net income in 1949, 
compared to $8,272 for salaried physi- 
cians excluding interns and residents, 
according to a study made jointly by the 
Bureau of Medical Economic Research 
of the American Medical Association and 
the Office of Business Economics of the 
U. S. Department of Commerce. 

The study indicates that both inde- 
pendent practitioners and salaried physi- 
cians reach their peak earnings between 
45 and 50 years of age. The average 
earning of the practising physician at 
the peak was $14,967, or 46 per cent 
above the salaried man’s peak of $10,- 
226. Beginning about age 50, earnings 
gradually decline. By the time they 
reach 65 both independent and salaried 
physicians are earning only about one- 
half of their peak earnings. Thus if a 
physician who was 45 years old in 1929 
is earning the same amount in 1949 as 
he did then, his income has fallen 50 
per cent due to price rises. 

The foregoing earnings figures are 
based on the mean (i.e. arithmetic 
average) of usable returned question- 
naires, numbering about 30,000. The 
median figure, representing that income 
below which (and above which) half of 
all the income recipients fall, is also use- 
ful. The median for independent prac- 
titioners ($9,668) is 28 per cent above 
that for salaried physicians ($7,555). It 
is further significant that the spread be- 
tween the average and the median salary 
is much greater among independent 
practising than among salaried physi- 
cians. Average earnings for the former 
are more than one-fifth greater than 


median; for the latter group the spread 
is less than 10 per cent. 

Median salaries for salaried physicians 
specializing in public health and pre- 
ventive medicine were found by the 
Commerce-AMA study to be $7,747, 
while the average was $8,193, or 6 per 
cent higher. This figure for the full 
year is somewhat higher than the median 
salary ranges shown for medical per- 
sonnel in state health departments in 
August, 1949 ($7,200-7,400) and in 
local health departments in April, 1949 
($7,200-7,400) in surveys conducted 
by the Public Health Service in co- 
operation with the American Public 
Health Association and the Association 
of State and Territorial Health Officers. 

The following facts from the survey 
appear to be of particular interest to 
public health workers: 


1. Salaried physicians were more than one- 
fifth, or 22 per cent, of the total. The 
authors caution that this group may be over- 
represented, since it is easier for its members 
than for the independent practitioner to fill 
income questionnaires. With that qualification, 
the percentage of salaried physicians has in- 
creased from 14 per cent since 1940, or nearly 
two-thirds, reflecting in part, at least, the 
growth in group practice, industrial medicine, 
and public health. In the past five years the 
increase in the percentage of the total repre- 
sented by salaried physicians has slowed down. 
The percentage in 1949 was 20 per cent greater 
than in 1945. 

2. All civilian physicians reporting in 1949, 
including salaried physicians, reported an 
average net income of $11,058 before taxes 
and a median income of $8,835. 

3. Net income of independent practitioners 
was about 60 per cent of gross income. 

4. Physicians who were members of partner- 
ships are estimated to be about 14 per cent of 
the total of private practitioners. 

5. Members of partnerships had average 
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earnings of $17,722, compared to $10,895 for 
practitioners without partners. 

6. Full specialists in private practice reported 
an average net income of $15,014 and a 
median of $12,599. Pathologists were the 
second highest paid group of specialists, 
averaging $22,284 annually. Pediatricians had 
the lowest average earnings ($12,016) of the 
twenty-three specialties for which reliable data 
are available. 

7. Physicians’ incomes were the highest in 
the Far West and the lowest in New England. 
Average earnings rise as size of city increases, 
up to about 350,000 population, after which 
income declines. New York City reported a 
mean net income for nonsalaried physicians 
nearly 25 per cent below the average for the 
country; median income more than 25 per 
cent below that of the entire country. 


The individual physician needs to 
keep the age factor in mind in comparing 
incomes. Earnings of physicians in gen- 
eral double during the first 20 years out 
of medical school. Therefore, a physi- 
cian, class of 1929, who earns twice as 
much as he did in 1929 is merely even 
with the earnings curve of his class- 
mates. Rises in income caused by in- 
flation should be considered separately. 
For example, an independent practi- 
tioner who made $3,500 in 1929 could 
have expected to make $7,000 in 1949 
had prices remained the same. Since 
prices and taxes have doubled his living 
costs, he can now expect to earn $14,000. 
The study shows that this is approxi- 
mately what has happened. 

This survey can profitably be com- 
pared with the Quantity and Cost Bud- 
gets for Executives prepared by the 
Heller Committee for Research in Social 
Economics of the University of Cali- 
fornia for September, 1948. This 
budget was found to total about $12,500. 
Thus the $11,858 average earnings of 
private physicians closely approximate 
the income needed to achieve the stand- 
ard of living of executives. The $8,272 
average income of salaried physicians is 
not large enough to pay for the quantity 
and quality of goods and services used 
by executive families. However, the 


AMERICAN JOURNAL OF PuBLIC HEALTH 


Feb., 1952 


peak earnings figures reached at ages 
45 to 50 permit a level of living close to 
the executive level for both independent 
and salaried physicians ($14,967 and 
$10,226 respectively ). 

Reprints of the study, which appeared 
in the July, 1951, issue of the Survey 
of Current Business, published by the 
Department of Commerce, may be ob- 
tained from the U. S. Government 
Printing Office, Washington 25, D. C., at 
15¢. The Journal of the American 
Medical Association for July 28, 1951, 
had an analysis of the results of the 
study. Reprints free. 535 N. Dearborn 
St., Chicago 10, TI. 


(This material was prepared for Clearing 
House by Franklin B. Caffee, a member of the 
Salary Subcommittee, Committee on Profes- 
sional Education, A.P.H.A.) 


CURRENT SHORTAGES IN PUBLIC HEALTH 
PERSONNEL 

William P. Shepard, M.D., a member 
of the Health Resources Advisory Com- 
mittee of the Office of Defense Mobiliza- 
tion, and at that time president of the 
American Public Health Association, 
presented a report before the Association 
of State and Territorial Health Officers 
at a meeting in San Francisco, October 
31, 1951. Copies of the manuscript, 
entitled “Stafiing in State and Local and 
Public Health Departments,” are avail- 
able from the Health Resources Advisory 
Committee, Washington, D.C. 

Studies of the Health Resources 
Advisory Committee, Dr. Shepard re- 
ported, showed that to maintain even 
1949 standards of care and still meet 
military, civil defense, public health and 
other mobilization needs would require 
many more health workers than will be 
available, and that we may expect by 
1954 to have shortages of over 20,000 
physicians, 9,000 dentists, and 49,000 
nurses. 

According to a study made by the 
Public Health Service and reported by 
Dr. Shepard, in April of 1951, 9 per 
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cent of the full-time positions in state 
and local public health departments were 
vacant. Trained personnel rather than 
appropriated funds were lacking. 
According to Dr. Shepard, the prospects 
for bringing state and local health de- 
partments up to full strength are not 
bright; in fact, it is more probable that 
total staffing will decrease rather than 
increase, as mobilization demands for 
health personnel are on an upward trend. 
Dr. Shepard pointed out that to date 
the extent of loss due to military with- 
drawals had not been severe—about | 
per cent had entered active military duty 
by April, 1951. However, many key 
personnel are members of military 
reserve units. 

Sanitary engineers, for example, are 
high on the critica! list among public 
health personnel. In April, 1951, public 
health departments reported a staff of 
about 1,100 sanitary engineers. This 
total was 15 per cent short of the bud- 
geted positions and well under the 
desirable number on which A.P.H.A. 
studies have been based. In the face of 
this deficit it becomes doubly imperative 
that state and local public health de- 
partments use to full advantage the 
available supply of men trained in this 
field. 

There were 11,600 public health 
nurses on the staffs of state and local 
public health departments in April, 
1951, or about half the desirable number. 
Vacancies accounted for 8 per cent of 
the total budgeted positions. About 5 
per cent of the nurses held reserve com- 
missions and were subject to mobiliza- 
tion. 

Dr. Shepard reported about 2,100 
physicians on the staffs of state and local 
public health departments in April, 1951, 
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together with 300 dentists and 300 
veterinarians, all of whom were covered 
by Public Law 779, the “Doctor Draft 
Law,” which makes males less than 51 
years old in these professional categories 
potentially liable for active military 
service. Seventeen per cent of all public 
health department physicians and veteri- 
narians were members of military re- 
serve units and 22 per cent of the 
dentists. Since present policies call for 
few occupational deferments, most men 
in priority groups I and IT are slated for 
military service. State and local health 
departments should tailor their plans, 
taking this potential loss into considera- 
tion. Physicians and dentists on duty in 
April, 1951, were estimated to comprise 
about 80 per cent of the need as ex- 
pressed by budgeted positions but by 
A.P.H.A. tests the physicians on duty 
feil short by one-third of meeting the 
total need. In terms of the immediate 
future, according to Dr. Shepard, 
physicians are the most critical category 
of personnel covered by Public Law 779 
employed in state and local public health 
departments. 

The highest proportion of vacancies in 
any profession was that of 27 per cent 
reported for psychiatric social workers. 
Sanitarians, who were second only to 
nurses as the largest single class of public 
health department personnel, filled 94 
per cent of their budgeted positions and 
11 per cent of them were members of 
military reserve units. 

Dr. Shepard concluded that, since 
critical shortages exist for most kinds of 
trained medical personnel, it is the re- 
sponsibility of everyone concerned to 
review requirements with the objective 
of supplying adequate health services 
with a minimum of health man power. 
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MEDICAL STUDENTS SEE PUBLIC HEALTH 
The exposure of medical students to 
public health activity can result in con- 
tagion. After observing the Family 
Health Study Program in the Red Hook 
Health Center, New York City Depart- 
ment of Health, the student yearbook, 
the Lichonian, of the Long Island Col- 
lege of Medicine, comments as follows: 


After behaving like specialists for most of 
our clincal years, we underwent temporary 
metamorphosis into family doctor during our 
month on public health. Yes, “Treat the pa- 
tient as a whole person” had already been 
drummed into our heads ad nauseam, but we 
had never before adequately appreciated the 
importance of this homily until our sojourn in 
Red Hook. 

We observed first hand that urban sociology 
and epidemiology aren’t separate subjects. We 
saw the clinical patient in his native habitat— 
not as a cirrhotic, hypertensive, or peptic ulcer 
in a waiting room. We learned that one can- 
not blithely prescribe bed rest to a mother with 
6 children. We got to know our families and 
their problems rather intimately. We saw 
homes where there were no bathtubs, no hot 
water, and no proper toilet facilities. We went 
into homes where overcrowding, brutality, and 
alcoholism were more often the rule than the 
exception. We saw other homes where 
through the perseverance of one or more in- 
dividuals, the family miraculously maintained 
its cohesiveness despite every material disad- 
vantage. 

We became acquainted with the social agen- 
cies of the city. We interviewed teachers and 
principals. We saw the variegated activities 
of the Health Department, from tracing down 
a typhoid carrier in the best traditions of 
Scotland Yard, to research on vaccines and 
nutrition. 

Baltic Street will forever be linked with our 
emergence from the wards of a large city 
hospital into the outside world—where a soft, 
blowing systolic murmur is auscultated in 
between the plaintive wails of a child bawling 
in the next room. 


Credit Lines is indebted to Leona 
Baumgartner, M.D., deputy commis- 
sioner, New York City Department of 
Health, for this quotation. 


THE PHYSICAL THERAPIST’S JOB 

The Job of the Physical Therapist is 
the first part of the American Physical 
Therapy Association’s three year Stu- 
dent Selection Research Project. De- 
signed as a recruitment document to be 
put in the hands of vocational coun- 
selors, it analyzes what the therapist 
does, the personality demands of the 
job, and the characteristics essential to 
success, 

The study was done by the New 
York University Testing and Advise- 
ment Center which is doing the three 
year project. The National Foundation 
for Infantile Paralysis provided funds 
for its publication. In format, attractive- 
ness, illustrations, and brevity, it is a 
model of its kind. American Physical 
Therapy Association, 1790 Broadway, 
New York 19; 50¢, reductions for 
quantity orders. 


TEN YEARS OF NUTRITION SERVICE 

Concerning Fvod and Health is the 
title of the Nutrition Foundation’s “re- 
port to the public on a decade of adven- 
ture in science.” Organized in 1941, the 
Foundation represents the food indus- 
try’s expression of responsibility for ad- 
vancing and making greater use of the 
science of ntrition for human health 
and well-being. This responsibility has 
been expressed in research, in training 
of scientists, and in public education. 

In its ten years the Nutrition Founda- 
tion has spent nearly three and a half 
million dollars, two-thirds of the total in 
basic research and in training of scien- 
tists, 11 per cent for public education, 
and the remainder for direct services 
and administration. In all, 205 grants 
have been made to 69 universities and 
medical centers in support of basic nutri- 
tion research. Results have been pub- 
lished in 828 technical papers. The 
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Foundation does no work in the field of 
direct or industrial research. A scien- 
tific advisory committee whose 14 mem- 
bers serve on a voluntary basis study 
and approve all research and educational 
grants before they are recommended to 
the Board of Trustees for final action. 

Fifty-eight firms in the food industry 
support the Foundation and have repre- 
sentation on a food industries advisory 
committee to provide a direct liaison 
with the Foundation’s work. 

Dr. Charles Glen King is the scientific 
director of the Foundation. Its head- 
quarters are in the Chrysler Building, 
New York 17. 


KIWANIS SPASTIC PARALYSIS STUDY 

A five year research program on 
spastic paralysis is planned by the 
Spastic Child Committee of the Illinois 
and Eastern Iowa District of Kiwanis 
International. A fund of $75,000 is be- 
ing sought through voluntary contribu- 
tions from members. The money will 
be used to maintain a specially trained 
physician at one of the medical schools 
in the Chicago area to devote his full 
time and energy to research into the 
cause, prevention, and treatment of 
spastic paralysis. When the entire sum 
is pledged the district will set up a 
Foundation for Research for Spastic 
Paralysis to carry out the program. This 
represents one of the many examples of 
nonhealth agencies that make definite 
contributions to health programs. 


A LONE PUBLIC HEALTH NURSE DID IT 

In August, 1951, Beaufort County 
(N.C.) dedicated a $75,000 health cen- 
ter to house its health department which 
serves a population of about 37,000. 
The event was reported in the Washing- 
ton (N.C.) Daily News as the “Story 
of Birth of Health Center,” and 


the subtitle, “Miss Cratt Asked for Fan 
in 1947; She Got Building Now in 
Operation.” The story is one of a public 
health nurse’s concern for her patients. 
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On a hot August day a local business 
man walked in and asked nurse Eva 
Cratt how she was. Noticing the hot, 
uncomfortable patients, she said every- 
thing was fine except she wished she had 
a fan. The fan arrived that day and 
the business man, W. A. Blount, Jr., 
began planning for a health center. Four 
years later it was a reality. 


LOUISIANA REVIEWS NURSING SCENE 

Louisiana has surveyed its situation 
regarding nursing resources with the 
help of the United States Public Health 
Service and has emerged with an arrest- 
ing, effective, and well presented report. 
Probably the story of supply, need, and 
deficit could be duplicated in many 
states of the Union. The report is worth 
reading from every point of view. Per- 
haps the chief message is on the last 
page—succinctly stated as, “Nursing +- 
Public Support Means Better Health.” 
To be congratulated is the Louisiana 
State Nurses Association, 2605 Prytania 
St., New Orleans, from which the report 
may be secured. 


COOPERATION IN GARBAGE DISPOSAL 

Ten cities in Oakland County, Mich- 
igan, adjoining Detroit, have agreed 
jointly to construct an incinerator for 
the disposal of garbage and rubbish. 
Since suitable dumping sites in distant 
areas threatened to increase disposal 
costs the city managers employed a con- 
sulting engineer to make a survey with 
recommendations. The plan for joint 
disposal to serve this area of 180,000 
persons under a Southeastern Oakland 
County Garbage Authority was the re- 
sult. The way is left open for other 
cities to contract with the authority for 
refuse disposal. 

Before this joint action the 10 cities 
had already for several years had a joint 
agreement for sewage disposal and the 
construction of an interceptor sewer to 
deliver sanitary sewage to Detroit’s dis- 
posal system. Furthermore, they are all 
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provided public health services by the 
Oakland County Health Department. 

This story is fully recorded in Public 
Management for November, 1951, 1313 
E. 60th St., Chicago 37. 


A DIRECTORY OF HEALTH FILMS 

Wisconsin is among the most recent 
state health departments to issue a direc- 
tory of health films. Attractively pro- 
duced, it has a listing both by subject 
and alphabetically. It is illustrated with 
humorous drawings that help to focus on 
the description of the film. All the films 
listed are loaned without charge in 
Wisconsin. 

As a heart disease health education 
device the Wisconsin Department also 
has designed new stationery for short 
notes. On the bottom it has a drawing 
with the message, “Take It Easy, You'll 
Live Longer.” Notepaper size, the film, 
“Guard Your Heart,” is described briefly 
on the back. Wisconsin Health Depart- 
ment, Madison 2, Wis. 


A NEW ALCOHOLISM PUBLICATION 

Alcoholism—Vol. 1, No. 1, A Treat- 
ment Digest for Physicians has made its 
appearance as an attractive quarterly 
publication of the New Jersey State 
Department of Health. The digest will 
contain abstracts of scientific papers as 
well as items of local interest. The ab- 
tracts of scientific articles are prepared 
by the editorial department of the 
Quarterly Journal of Studies on Alcohol, 
Laboratory of Applied Physiology, Yale 
University. 


KEEPING A SURVEY IN THE PUBLIC EYE 

The Philadelphia Public Health Sur- 
vey was published in March, 1950. 
Things have been happening since then. 
Some of them are reported in Public 
Health: Your Responsibility prepared 
by the Health and Welfare Council of 
Philadelphia. The Survey’s recommen- 
dations are summarized and what still 
remains to be done indicated. Its timing 
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is designed to keep up citizen interest in 
a story that is no longer new. In small 
compass it gets over a good deal of 
education about health centers, nursing 
programs, mental hygiene, and other 
services. Its final page is “What you, 
personally can do about it.” 

Among the recommendations that 
have already been carried out are re- 
ported the appointment of a chief of the 
Division of Health Center Administra- 
tion and five centers in operation, four 
with full-time directors. Two other 
centers are under construction. Chiefs 
of the nursing and health education 
services have been appointed. Health 
and Welfare Council, 311 So. Juniper 
St., Philadelphia 7. 


WATER SOURCES FOR NEW YORK CITY 

Future Water Sources of the City of 
New York demonstrates the complexity 
of the problem confronting many cities 
in assuring future water needs. Written 
by the Engineering Panel on Water Sup- 
ply to the Mayor’s Committee on Man- 
agement Survey of the City of New 
York, the report covers one phase of the 
committee’s studies of New York City 
now under way. It analyzes future 
water requirements of the city up to the 
year 2000 and discusses various pro- 
posals that have been advanced to ob- 
tain the needed additional sources of 
water. Included is a plan for new 
sources as recommended by. the panel, 
as well as recommendations for increased 
emphasis on water conservation that of 
itself could save more than one-tenth 
of the present daily water use. Copies 
from Miss Larkin, Mayor’s Committee 
on Management Survey, 250 Church 
Street, New York 13, N. Y. Free. 


POLLUTION OF BOUNDARY WATERS 
That international coéperation can be 
obtained without resorting to threats of 
arms is proved by the Report of the 
Interxational Joint Commission—United 
States and Canada—on the Pollution of 
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Boundary Waters, 1951. On reference 
by the two governments, the Interna- 
tional Joint Commission undertook the 
task of determining whether certain 
boundary waters between Lake Superior 
and Lake Ontario were being polluted to 
the injury of health or property; if se, 
to what extent; what remedial action 
should be taken; and the nature and 
location of needed treatment facilities. 
Boards of technical advisers, composed 
of representatives from both countries, 
undertook the necessary field studies. 
This report presents the results of the 
studies conducted from July, 1946, to 
November, 1949, and the recommenda- 
tions of the advisers. A wealth of tech- 
nical detail, well illustrated, obtained 
during the field investigations is included 
in the report. 

Further information from the Interna- 
tional Joint Commission for Boundary 
Waters, Ottawa, Canada, or Washing- 
ton, D. C. 


EARLY DAYS OF MILK SANITATION 

Milk in America—Its Story as Told 
in Philadelphia’s Dairy Museum by 
David M. Gwinn is a well illustrated, 
instructive, historical account of the de- 
velopment of the milk industry. Milk 
sellers appeared on Philadelphia streets 
about 1825. The methods and compli- 
cations of keeping cows in the cities, of 
the dairies associated with the breweries 
where the cows consumed the swill and 
of the prevalence of adulteration are 
vividly described. The story appears in 
the fall number of American Heritage 
published by the American Association 
for State and Local History, 73 Main 
Street, Brattleboro, Vt. The Dairy Mu- 
seum is more accessible at the Penn- 
brook Milk Company in Philadelphia. 


ANNUAL REPORTS 
Wider Horizons is the annual report 
of the Association for the Aid of Crip- 
pled Children for the year ending March 


31, 1951. The wider horizons are the 
new responsibilities created and activi- 
ties made possible by the Belding 
Endowment gifts of some 12 million 
dollars. The Association is no longer 
for the aid of crippled children alone, 
but is also for the prevention of crippled 
children. 

During the year the Association has 
begun ‘rensfer of its home nursing and 
therapy services to the visiting nurse 
service in the belief that a specialized 
orthopedic service as an integral part of 
a broad public health nursing service has 
advantages for the handicapped child 
and his family. It has also pioneered in 
making possible a Children’s Division in 
the Institute of Physical Medicine and 
Rehabilitation in the New York Uni- 
versity-Bellevue Medical Center. 

Leonard Mayo is the director of the 
Association; its headquarters are at 580 
Fifth Ave., New York City. 


A Longer and Healthier Life is the 
title of the 43rd biennial report of the 
Wisconsin State Board of Health for the 
period ending June 30, 1950. It is a 
detailed, factual report, well printed and 
liberally illustrated with photographs of 
innumerable activities of the depart- 
ment. The photographs are unusually 
clear-cut and well focused. State Office 
Building, Madison 2. 


Oakland’s Health, 1950 Annual Re- 
port of that city’s Health Department 
follows what appears to be the trend in 
1950 annual reports. It is short, matter 
of fact, and illustrated with actual pho- 
tographs of departmental activities. Of 
ten communicable diseases, the reported 
cases in 1950 were far below the 1946-— 
1950 annual average, except for tuber- 
culosis cases, which were slightly more 
numerous, and mumps, cases of which 
were 8 per cent more numerous in 1950 
than in 1949 and one-third more numer- 
ous than the five year average. 
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BOOKS AND REPORTS 


All reviews are prepared on invitation. Unsolicited reviews cannot be accepted. 


The Facts of Life from Birth to 
Death— By Louis 1. Dublin. New York: 
Macmillan, 1951. 461 pp. Price, $4.95. 

The facts of life from birth to death 
are given through well chosen answers 
to eleven hundred questions. These 
include valuable data regarding birth, 
death, marriage and divorce, the specific 
causes of illness and death, such as tu- 
berculosis, cancer, the circulatory dis- 
eases, diabetes, rheumatic fever, acci- 
dents, etc. Even such subjects as the 
effects of war, with the numbers of lives 
lost, the administration of public health 
work, and body build are covered. 

Some of the questions ask for defi- 
nitions of such terms as health, a family, 
tuberculosis, and cancer. The defini- 
tions which are included will make the 
book useful to college students and 
laymen who frequently wish answers to 
these questions. 

The questions and answers are given 
in such interesting form that the book 
can easily be read from cover to cover 
by any person concerned with health. 
He will find many facts so readily acces- 
sible that he can use the book for 
reference when he needs the answers 
quickly to such specific questions. 

The book is recommended for use by 
all health workers, for they are con- 
stantly being asked these questions. 
Also, it is recommended for reading and 
reference for many others such as 
doctors, nurses, welfare workers, sociolo- 
gists, and students in these fields who 
are interested in facts regarding the vital 
events of life. RutH R. Purrer 


Food for You—By Edmund Sigurd 
Nasset. Springfield, Ill.: Charles C 
Thomas, 1951. 100 pp. Price, $3.00. 

This monograph on nutrition is ad- 


dressed to the author’s two college-age 
daughters who are not studying in this 
field. It is written in easy-to-understand 
language with the assumption that an 
intelligent lay reader welcomes a few 
technical termis where necessary for 
clarity and wants to know the whys and 
hows of the subject. 

According to the author, he aims to 
provide an introduction to the normal 
processes of digestion and utilization of 
food, the nature of foods required for 
health, and the importance of proper 
methods of processing and cooking to in- 
sure obtaining the best possible value 
from food. 

Nutrition, a subject of world-wide pro- 
portions, becomes a very personal one 
several times a day and good inter- 
preters of this science are most welcome. 
Dr. Nasset has made the approach to 
each phase of the subject straight to the 
point without wasting words. He tells 
a story without reference to authors or 
original investigators, but gives enough 
of the research method to show how new 
facts are discovered. He has a whole- 
some respect for the marvelous chemical 
and physiologic devices which make the 
human machine tick and he takes every 
opportunity to call attention to specific 
instances where nature’s plan meets a 
need in a unique fashion. 

This little book has a place in the 
public libraries for lay readers as well 
as on a professional shelf. 

HELEN S. MITCHELL 


Journey Together—By Turnley 
Walker. New York: David McKay, 
1951. 144 pp. Price, $2.50. 

This short report is the sequel to Mr. 
Walker’s book Rise Up and Walk and 
continues the story of his recovery from 
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poliomyelitis. Like the first book it is 
readable, encouraging to other handi- 
capped persons, and reveals the same 
rugged determination to conquer this 
misfortune. Mr. Walker is lucky in 
having an unusually wide variety of 
inner resources and talents. He sings, 
he writes, he drives a car, he loves pets, 
he reads, he makes friends easily, he has 
his children. 

But the real credit for his recovery, 
indeed for these books, goes to Flora, his 
wife. The greatest interest in and value 
of this book to professional readers is 
the study of Flora’s handling of her hus- 
band’s “case.”” Whether he knew it or 
not, Mr. Walker has described situations 
which offer perfect illustrations of the 
appropriate “psychological approach” to 
this patient. 

It is rewarding reading. 

Dorotuy DEMING 


Psychological Dynamics of Health 
Education—Proceedings of the Eastern 
States Health Education Conference, 
April 13-14, 1950. New York: Colum- 
bia University Press, 1951. 134 pp. 
Price, $2.50. 

The chief focus of the papers pre- 
sented at the Eastern States Health 
Education Conference in 1950 was on 
the dynamics of motivation in relation 
to individual and group behavior. A 
distinguished group of speakers discussed 
various aspects of this crucial problem 
in health education, and the papers are 
now presented in printed form in the 
volume under review. While none of the 
papers even presumes to offer an inten- 
sive discussion, many of the presenta- 
tions are highly provocative and will 
probably stimulate the reader to some 
intensive thinking. 

Among the participants are John C. 
Whitehorn, who deals with the moti- 
vating pattern of the normal individual; 
Phyllis Greenacre discusses adolescence; 
Thomas A. C. Rennie analyzes parents; 
and William Malamud’s subject is the 
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older age group. The psychology of the 
group in relation to health education is 
taken up by Leo W. Simmons, Earl 
Lomon Koos, Leo Srole, and Mark 
Starr. D. B. Armstrong, Jr., discusses 
mass media, publicity and advertising. 
Motivation in nutrition, in relation to 
specific diseases and hospital services, is 
analyzed by Paul V. Lemkau, Elizabeth 
Lockwood, John A. Morsell, and Ernest 
Gruenberg. 

All public health workers will find 
much of value in this book. It is easy 
to read, and in this reviewer’s opinion 
the subjects presented are in some in- 
stances excessively simplified. For 
readers who might be interested in 
pursuing specific topics further, it 
would have been of value to have a 
selec. bibliography at the end of each 
paper. There is no index. 

Grorce RosEN 


Thomson’s Modern Public Cleans- 
ing Practice—Its Principles and 
Problems—-By John Stephen (3rd 
ed.). London: Technical Publishing Co., 
Ltd., 1951. 425 pp. Price, 42s., net. 

This book covers the broad field of the 
collection and disposition of municipal 
wastes of all kinds, street cleaning and 
sanding, as well as snow removal. The 
establishment of self-contained munici- 
pal cleansing departments is encouraged 
and the heads of such departments are 
urged to acquire the broad technical 
knowledge necessary for the satisfactory 
and economic operation of such services. 

A brief history of public cleansing is 
followed by a discussion of public 
cleansing and health. Public cleansing is 
pictured as a fundamental health service 
whose contribution to human welfare 
cannot be measured in terms of rates or 
money. Reference is made to support- 
ing evidence in a report of the Com- 
mittee on Refuse Collection and Disposal 
of the A.P.H.A. 

Data are given on the composition 
and characteristics of town refuse, de- 
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vices and arrangements for its temporary 
storage on the premises, programs and 
equipment for its collection and removal, 
and types of vehicles used. Disposal 
methods discussed include land reclama- 
tion, dumping at sea, screened separation 
for salvage, incineration, and salvage and 
utilization. 

Other chapters are devoted to the 
cleansing of streets, gritting or sanding, 
and snow removal. Still others deal 
with education, publicity, management, 
records, statistics, costs, trade refuse, 
codes and legal sanctions. 

The coverage is comprehensive and 
particularly valuable to students of 
English practice. Special points of dif- 
ference with practice in the United 
States are the direct responsibility of 
English municipalities for the collection 
and disposition of all wastes and the 
combined collection of such wastes. A 
chapter is devoted to pointing out the 
difference in practices in other countries 
and cities. Wa ter D. TrepEMAN 


Atlas of Framboesia—By Kenneth 
R. Hill, R. Kodijat, and M. Sardadi. 
Geneva, Switzerland: World Health Or- 
ganization, 1951. 52 pp. Price, $1.00. 

The object of this study is to describe 
the skin manifestations of yaws, with 
the aid of photographs, and to name the 
lesions in order that through uniform 
nomenclature the current programs of 
yaws control in Haiti, Thailand, and 
Indonesia may be promoted. The de- 
scriptions relate to what may be seen by 
the naked eye and are in a form sure to 
be of use to doctors and nurses in the 
field. 

Sixteen kinds of skin lesions of yaws 
are described and their synonyms are 
given. The illustrations are superb and 
should make it possible for persons 
otherwise unfamiliar with the disease to 
classify cases. 

This is an excellent addition to the 
monograph series of WHO. 

REGINALD M. ATWATER 
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Vitamin Methods. Volume II— 
Edited by Paul Gydrgy. New York: 
Academic Press, 1951. 712 pp. Price, 
$14.50. 

Results provided by animal assay 
afford more reliable criteria of the nu- 
tritional value of the vitamins than can 
be got with physical, chemical, and 
microbiological methods. The literature 
on the subject is extensive and it is a 
convenience, especially to the beginner, 
to have in one volume lucid instructions 
and explanations on general aspects of 
small animal experimentation and animal 
assay procedures. The chapter on ani- 
mal assay of the vitamins includes pro- 
cedures for determination of vitamins A, 
D, E, and K and the water-soluble vita- 
mins, thiamin, riboflavin, niacin, py- 
ridoxine, pantothenic acid, biotin, folic 
acid, vitamin B,»2, and ascorbic acid. 

The chapter on statistical methods in 
vitamin research is an important ele- 
ment, since the statistical approach is 
indispensable in the interpretation of 
assay results. 

The chapters on the laboratory diag- 
nosis of human vitamin deficiencies and 
clinical signs of malnutrition should 
prove useful as a reference guide for 
clinical research laboratories. The or- 
ganization and presentation of each of 
the methods recommended and the care- 
ful and detailed descriptions of reagents, 
apparatus, and procedures give added 
usefulness to the chapter on laboratory 
diagnosis of human vitamin deficiencies. 
Inclusion of a range of normal values 
would add to the value of this chapter. 

The last 102 pages of this book are a 
supplement to Volume I on Physical, 
Chemical, and Microbiological Methods 
in Vitamin Research. ‘The extensive 
bibliographies at the end of each chapter 
and the subject and author indexes add 
further to the usefulness of this book. It 
should serve research workers and clin- 
ical investigators as a reference book as 
well as a laboratory manual. It is an 
excellent work and has the qualities that 
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one would expect from so eminent an 
investigator as the editor. 
ERNESTINE BECKER 


A Manual for the Control of Com- 
municable Diseases in California— 
Compiled by the California State De- 
partment of Public Health (2nd ed.). 
San Francisco: California State Depart- 
ment of Health, 1951. 228 pp. Single 
copies free. 

This volume is based largely on the 
7th edition of Control of Communicable 
Diseases in Man, published in January, 
1950, by the American Public Health 
Association. Revision from the original 
or substitutions have been made chiefly 
to conform with existing regulations and 
statutes in California. Additional in- 
formation on the laboratory diagnosis 
of the communicable diseases is given, 
with listing of the diagnostic tests avail- 
able in local laboratories or in the State 
Health Department’s Laboratory Divi- 
sion. Immunization procedures include 
the specific procedures recommended by 
the State Health Department and the 
California Conference of Local Health 
Officers. A section on public health 
nursing responsibilities has also been 
added for each disease which details the 
specific activities the public health nurse 
should carry out in the control of the 
disease. An appendix quotes the pro- 
visions of the California Health and 
Safety Code for Quarantine of Com- 
municable Diseases. 

This is a good example of the uses to 
which the Association’s manual may be 
put. California has developed a pattern 
that may be useful in other states. 

MartTHa LUGINBUHL 


Directory of Fellowship Awards, 
1917--1950, The Rockefeller Founda- 
tion. New York: Rockefeller Founda- 
tion, 1951. 286 pp. 

The President of the Rockefeller 
Foundation, Mr. Chester I. Barnard, 
points out that the granting of fellow- 
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interests of the Rockefeller Foundation. 
It began during the first World War and 
grew gradually until by 1950 there were 
6,342 persons who had received fellow- 
ships representing 75 countries and an 
investment of about $19,000,000. An 
additional amount of half this sum was 
given to other organizations for their 
own fellowship programs. 

This report is an excellent illustration 
of the basic principle of this fellowship 
program, which is a conviction that indi- 
viduals can and should be developed for 
future leadership and creative achieve- 
ment in important fields of endeavor. 
There have been no bars to the crossing 
of racial or national boundaries. Beside 
the technical information acquired there 
has been a significant lifting of the level 
of international codperation and under- 
standing. Of the total awards, 40 per 
cent have been under the International 
Health Division of the Foundation, with 
approximately an equal number divided 
under the medical sciences and natural 
sciences divisions, with the social 
sciences and humanities making up the 
remainder. 

The report modestly points out that 
fellowships are uncontrolled experiments 
in the sense that the kind of record that 
might have been established without the 
fellowship remains unknown. It is safe 
to assume that many of these young per- 
sons would have had distinguished 
careers even without the help of the fel- 
lowships, and the Foundatioh does not 
claim for itself more than what fellow- 
ship holders themselves have affirmed, 
namely, that the fellowship experience, 
wisely planned and coming at a crucial 
developmental juncture, can contribute 
significantly to future achievement. This 
is a magnificent report representing an 
unprecedented venture consistently de- 
veloped for a third of a century. The 
Foundation is to be congratulated on 
the venture itself and on an outstanding 
report. REGINALD M. ATWATER 
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Man and His Years. An Account of 
the First National Conference on Aging 
—Sponsored by the Federal Security 
Agency (at the request of the President 
of the United States). Raleigh, N. C.: 
Health Publications Institute, 1951. 311 
pp. Price, $1.75 Paper Bound; $3.25 
Cloth Bound. 

This is the official record of the first 
forum of national scope on the subject of 
aging, the natural and timely culmina- 
tion of a series of similar conferences 
previously held throughout the country. 
The account understandably fails to 
convey the unusual quality of spirit, the 
high degree of enthusiasm, and the sense 
of stimulation which were outstanding 
characteristics of the meeting. It does, 
however, something much more impor- 
tant. 

It records faithfully the interest, 
opinion, and thinking of more than 800 
participants. It clarifies many of the 
major issues which the aging of the pop- 
ulation of the United States raises for 
solution through carefully directed study 
and action by man himself, his home 
town and state, and the nation. 

In this compilation of the reports of 
eleven individual working groups there 
is inevitably overlapping and duplica- 
tion in content, but this apparent fault 
is actually its greatest virtue. The pri- 
mary needs of older people and of the 
society in which they live are objectively 
identified, examined, and analyzed in 
relation to the special facet of daily life 
with which a given section was charged. 
Each chapter, then, becomes an inde- 
pendently valuable source of reference 
both as to needs and recommended 
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action or program on its particular topic. 
For those concerned with the future 
well-being of older people and of the 
people of whom they constitute a grow- 
ing proportion, the book in its entirely 
is a “must.” Oxtiez A. RANDALL 


America’s Baby Book—Prepared 
under the auspices of the Herald-Tri- 
bune Home Institute by John C. Mont- 
gomery and Margaret Jane Suydam. 
New Vork: Scribner's, 1951. 441 pp. 
Price, $3.50. 


The title of this book is so intriguing — 


and so authoritative that public health 
workers will need to become familiar 
with it in order to keep abreast of the 
questions asked by enterprising parents. 
It is a book of over four hundred pages, 
with a good index. Its size and compre- 
hensiveness make it valuable as a ref- 
erence book. More information about 
care of the teeth, about selection of shoes 
jor the preschool child, and about pos- 
ture would have been helpful. The 
pictures are delightful and are very in- 
formative. 

Its strongest features are: (1) its 
thorough descriptions of feelings of in- 
fants, with sound advice on methods of 
discipline of the infant, and (2) prac- 
tical suggestions for household manage- 
ment in the city. Medical advice in the 
form of health instruction throughout 
the book is carefully presented. Par- 
ticularly well presented are the sug- 
gestions to parents for the care of their 
children during convalescence and for 
the parents’ conduct in the hospital when 
their child is hospitalized. 

Marta L. 
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books listed. 


Accerrep Dentat Remepres, 1952. Council 
on Dental Therapeutics, American Dental 
Association. Chicago: American Dental 
Association, 1952. 211 pp. Price, $1.50. 

AprenaL Cortex. TRANSACTIONS CF THE 
Seconp Conrerence, Novemper 16-17, 
1950. Edited by Elaine P. Ralli. New York: 
Josiah Macy, Jr. Foundation, 1951. 209 pp. 
Price, $3.00. 

Acinc, Prostems or. TRANSACTIONS OF THE 
13TH Conrerence, Fepruary 5-6, 1951. 
Edited by Nathan W. Shock. New York: 
Josiah Macy, Jr. Foundation, 1951. 194 pp. 
Price, $4.00. 

ANALYsis oF THE Mutti-Test oF 
Ricumonp, Va. Walter E. Boek. New York: 
Health Information Foundation, 1951. 267 
pp. Price, $1.50. 

Antisrotics NumsBer. Journal or THe His- 
Tory oF Mepictne Scrences. 
Vow. VI, No. 3. New Haven, Conn.: Yale 

' University, Department of the History of 

Medicine, 1951. Pp. 279 through 437. Price, 
$2.50. 

Antrmeraso.ites, A Stupy or. D. W. Wooley. 
New York: John Wiley, 1952. 247 pp. 
Price, $5.00. 

ApnorismMs or C. H. Mayo anp WILLIAM 

Z J. Mayo. Collected by Frederick A. Wil- 

lius. Springfield, IW.: Charles C. Thomas, 

1952. 109 pp. Price, $2.75. 
Batrte ror Mentat Heattn. James Clark 
Moloney. New York: Philosophical Library, 
1952. 105 pp. Price, $3.50. 
Biroop Pressure, Factors REGULATING. 
TRANSACTIONS OF THE Firra CONFERENCE, 
Feprvary 15-16, 1951. Edited by Ben- 
jamin W. Zweifach and Ephraim Shorr. 
New York: Josiah Macy, Jr. Foundation, 
1951. 238 pp. Price, $3.75. 
Carpiotipin Anticens. WHO Monograph 
| Series No. 6. Mary C. Pangborn, et al. New 
| York: Columbia University Press, 1951. 
63 pp. Price, $1.00. 
Cumpren From Seep to Sapiincs (2nd ed.). 
| Martha May Reynolds. New York: 
ti McGraw-Hill, 1951. 334 pp. Price, $3.75. 

Community PLANNING FOR HuMAN SERVICES. 

; Bradley Buell and Associates. New York: 

: Columbia University Press, 1952. 451 pp. 

| Price, $5.50. 

Community OrcanrzaTion AND Acency Re- 
sponsisinity. Ray Johns and David F. 


BOOKS RECEIVED 


Listing in this column acknowledges the receipt of books and our appreciation to the 
senders. Space and the interests of readers will permit review of some, but not all, of the 


DeMarche. New York: Association Press, 
1951. 274 pp. Price, $3.75. 

Cost or SICKNESS AND THE Price or Heatta. 
WHO Monograph Series No. 7. C.-E. A. 
Winslow. New York: Columbia University 
Press, 1951. 106 pp. Price, $1.50. 

Dicest or Enastinc Acts OF THE 
Strate or Catrrornta. State Water Pollu- 
tion Control Board. Sacramento, Calif.: 
Documents Section, State Printing Division, 
1ith and “O” Streets, 1951. 39 pp. Price, 
$.50. 

Emottonat Factors Carprovascutar Dts- 
ease. Edward Weiss. Springfield, Ill: 
Charles C. Thomas, 1951. 84 pp. Price, $2.25. 

EVALUATION OF THE Tests or Generat Epu- 
CATIONAL DeveLopment. Paul L. Dressel 
and John Schmid. Washington, ‘D. C.: 
American Council on Education, 1951. 57 
pp. Price, $1.00. 

ENGINeerING BULLETIN. PROCEEDINGS OF THE 
Sixta Purpve Waste Con- 
FERENCE. Lafayette, Ind.: Purdue University, 
Dean A. A. Potter, Executive Building. 506 
pp. Price, $1.25. 

Gaven’s Hycrene, A Transtation or. Robert 
Montraville Green. Springfield, Il.: Charles 
C. Thomas, 1951. 277 pp. Price, $5.75. 

Gywecotocic Nursinc (4th ed.). Robert 
James Crossen and Ann Jones Campbell. 
St. Louis: Mosby, 1951. 256 pp., 167 illus. 
Price, $3.50. 

Group TREATMENT IN Robert 
G. Hinckley and Lydia Hermann. Minne- 
apolis: University of Minnesota Press, 1951. 
133 pp. Price, $3.00. 

Insanity Laws. W. R. Dittmar. New York: 
Oceana Publications, 1951. 96 pp. Price, 
$1.00 paper and $2.00 cloth. 

INTERGOVERP MENTAL RELATIONS IX PusLic 
Heattn. Research Monograph No. 4 on 
Intergovernmental Relations in the U. S. 
Laurence Wyatt. Minneapolis: University 
of Minnesota Press, 1951. 212 pp. Price, 
$3.50. 

Ir’s Srory anp Pictures. Elly Mc- 
Kean. New York: Vanguard Press, 1951. 
Unpaged. Price, $2.00. 

Liver Inyury. TRANSACTIONS oF THe NinTH 
Conrerence, Aprit 27-28, 1950. Edited by 
F. W. Hoffbauer. New York: Josiah Macy, 
Jr. Foundation, 1951. 232 pp. Price, $3.00. 

MEASUREMENT AND EVALUATION IN PHYSICAL 
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Heatta RecREATION Epvcation. 
Leonard Larson and Rachael Dunraven 
Yocum. St. Louis: Mosby, 1951. 507 pp. 
Price, $7.50. 

Nationa Hearts Survey, 1935-36. Scope, 
MeEruop, AND Public Health 
Bibliography Series, No. 5. Washington: 
Govt. Ptg. Office, 1951. 67 pp. Price, 
$.30. 

Nerve IMpuLse. TRANSACTIONS OF THE SECOND 
Conrerence, Marcu 1-2, 1951. Edited by 
David Nachmansohn. New York: Josiah 
Macy, Jr. Foundation, 1951. 204 pp. Price, 
$3.50. 

Newer Eruicat ProstemMs MEDICINE AND 
Surcery. Bernard J. Ficarra. Westminster, 
Md.: Newman Press, 1951. 157 pp. Price, 
$3.75. 

Nurstnc Onto. A History. James and Mary 
Jane Rodabaugh. Columbus: Ohio State 
Nurses’ Association, 1951. 255 pp. Price, 
$4.00. 

Nutrition anp Ciomatic Stress, wiTH Par- 
TICULAR REFERENCE To Man. H. H. Mitchell 
and Marjorie Edman. Springfield, TL: 
Charles C. Thomas, 1951. 244 pp., 8 illus. 
Price, $6.75. 

PATHOGENESIS oF TtBERCULOSIS (2nd ed.). 
Arnold R. Rich. Springfield, Il.: Charles 
C. Thomas, 1952. 1018 pp., 105 illus. Price, 
$15.00. 

ORIENTATION TO THE COMMUNITY IN THE 
Basic Curricutum. Isadora Denike. Wash- 
ington, D. C.: Author, Freedmen’s Hospital, 
Sixth and Bryant, N.W., 1950. 77 pp. 
Price, $2.00. 

Practice or Marriace Counsetivc. Emily 
Hartshorne Mudd. New York: Association 
Press, 1951. 325 pp. Price, $4.50. 

Psycnoanatytic Stupy or tHe 
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VL. Edited by Ruth S. Eissler, Anna Freud, 
et al. New York: International Universities 
Press, 1951. 398 pp. Price, $7.50. 

REHABILITATION Nursinc. Alice B. Morrissey. 
New York: Putnam’s Sons, 1951. 299 pp. 
Price, $5.00. 

RenaL Function. TRANSACTIONS OF THE 
Seconp Conrerence, Octoser 19-20, 1950. 
Edited by Stanley E. Bradley. New York: 
Josiah Macy, Jr. Foundation, 1951. 178 
pp. Price, $3.00. 

Sexy Anatysis. L. Ron Hubbard. Wichita, 
Kans.: The Hubbard Dianetic Foundation, 
Inc., 1951. 106 pp. Price, $2.50. 

Mepicine Western Evrope. Re- 
port of a World Health Organization 
Traveling Fellowship Summer, 1950. E. 
Richard Weinerman. Berkeley, Calif: 
School of Public Health, University o 
California, 1951. 82 pp. 

Statistica, ApsTRAcT OF THE UniTep States 
(72nd ed.). U. S. Department of Commerce, 
Bureau of the Census. Washington: Govt. 
Ptg. Office, 1951. 977 pp. Price, $3.00 
buckram. 

Teacuers Contrisute To Heatts. Elsa 
Schneider and Simon A. McNeely. FSA, 
Office of Education. Washington: Govt. Ptg. 
Office, 1951. 44 pp. Price, $.20. 

TRANSACTIONS OF THE CONFERENCE ON MINIs- 
TRY AND Mepicive Human RELATIONn- 
suips, May 11, 1950. New York: New 
York Academy of Medicine, 1951. 75 pp. 

Untrep States Pusric Hearts Service, 1798- 
1950. Ralph Chester Williams. Washington, 
D. C.: Commissioned Officers Association of 
the USPHS, 1951. 890 pp. Price, $7.50. 

Western Brancn, A.P.H.A. THe ANNUAL, 
1950. Berkeley, Calif.: University of Cali- 
fornia, Western Branch, A.P.H.A. 65 pp. 
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Comforting Findings—Almost any- 
thing you might want to know statis- 
tically about influenza you'll find here. 
As with our other common communica- 
ble diseases the case rate declines 
generally despite local outbreaks. 


Cots, S. D., anp Lenmann, J. Trends 
and Epidemics of Influenza and Pneumonia 
1918-1951. Pub. Health Rep. 66, 46:1487 
(Nov. 16), 1951. 


How To Interview—This tells in- 
dustrial nurses the ways to make a 
productive interview. Nine rules are 
enumerated, but mostly it is a matter of 
successful listening. A good many 
health workers other than nurses could 
profit by reading this paper—and the 
reading would call for very little transla- 
tion by them in order to apply the ideas 
to their own business. 


Dantets, H. W. Interviewing in Industry. 
Pub. Health Nursing 43, 12:675 (Dec.), 1951. 


A Little Due for the D-v-1—Three 
British doctors visited the Soviet Union 
and came away praising the preventive 
phases of what public medical services 
they were permitted to see in the great 
cities. 


Gritianp, I., et al. Soviet Medicine. Brit. 
M. J. 4737:966 (Oct. 20), 1951. 


Educator’s Tribulations — As 
quickly as pedagogical hurdles can be 
jumped, let’s replace the Schafer prone- 
pressure method by a more productive 
push-pull method of resuscitation, urge 
these writers. Ah well, here today, gone 
tomorrow (or, more elegantly) tempus 
edax rerum! 
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A SELECTED PUBLIC HEALTH BIBLIOGRAPHY 
WITH ANNOTATIONS 


Raymonp S. Patrerson, Pu.D. 


Gorpon, A. S., et al. Critical Survey of 
Manual Artificial Respiration. JAMA. 147, 
15:144 (Dec. 8), 1951. 


Criminal Neglect? — Nutrition ac- 
tivities of the Public Health Service, 
sunk without a trace by the Bureau of 
the Budget, should be reinstated by an 
enlightened Congress. This is the recom- 
mendation of an impartial observer. 


Joutirre, N. Critical Evaluation of Public 
Health Programs in Nutrition. J.A.M.A. 147, 
15:1411 (Dec. 8), 1951. 


Psychiatric First Aid—Brief though 
it is, this summation of the emotional 
and mental crack-ups that can, and do, 
occur among industrial workers may 
bring some insight and help to a 
harassed health administrator. For, in 
a small way, public health administra- 
tion is, or should be, an industry. 


Morrarty, J. D. Psychiatric Casualties in 
Industry. Indust. Med. & Surg. 20, 12:538 
(Dec.), 1951. 


Dangerous Trade—Suggesting the 
tenor of this discussion is the last sen- 
tence: vaccination with BCG should 
under no circumstances be employed as 
a substitute for those measures which 
have proved so effective in preventing 
infection with tubercle bacilli. 


Lees, H. D. Tuberculosis in Medical Stu- 
dents and Nurses. J.A.M A. 147, 18:1754 (Dec. 
29), 1951. 


N. B.—‘More than 1,200 mental 
health clinics are now in operation in the 
United States...” That is a statistic 
with very broad implications in matters 
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of our country’s welfare. And may the 
rapid rate of expansion long continue! 


Pennett, M. Y., e¢ ail. Mental Health 
Clinic Services for Children in the United 
States, 1950. Pub. Health Rep. 66, 48:1559 
(Nov. 30), 1951. 


Why They Drink Wine—Some of 
the sanitary deficiencies that this trained 
observer saw in the most romantic 
European countries will do much to 
reconcile us stay-at-homes. WHO is do- 
ing a lot but the hazards are likely still 
to be there when most of us are no 


longer here. 


Pincus, S. H. The World Health Organiza- 
tion. Modern San. 3, 12:33 (Dec.), 1951. 


Symposium on Aging—From the 
first sentence of the first paper to the 
last sentence of the fifth (a 75-word 
affair, by the way, but solid meat) these 
papers are of top-Grawer interest to 
health workers. The opening sentence 
is: “All competent speech instructors 
advise the neophyte to commence his 
address with some sort of shocking state- 
ment: he should say something unusual 
about the usual.” (This relayed advice 
is quite apart from the topic but gilt- 
edged nonetheless. ) 


Scnem, P. N. Training the Overage Em- 
ployee for Retirement (and four related 


papers). J.A.M.A. 147, 14:1323 (Dec. 1), 
1951. 
Danger: Men at Work—In the 


laboratory, diseases have been acquired 
from every known variety of infectious 
agent and by every variety of worker— 
professional, technical, student, clinical, 
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and maintenance—even by 
Safety measures are discussed. 


visitors. 


Surxmy, S. E., anp Pixe, R. M. Laboratory- 
Acquired Infections. JAMA. 147, 18:1740 
(Dec. 29), 1951. 


Lest We Forget—The war (against 
T. pallidum) isn’t over by many long 
shots, warns this writer, and we'll need 
trained personnel (not now being 
trained) if future retreats are to be 
avoided. Four ways to fight the cleanup 
campaign successfully are set down and 
you should know something about them. 


Tuomas, E. W. The Influence of Modern 
Treatment on Syphilis Control. Pub. Health 
Rep. 66, 48:1573 (Nov. 30), 1951. 


When Eyes Feed the Ears— 
Illustration after illustration, taken from 
flip charts prepared to aid visually some 
talks on safe food-handling practices 
give this brief paper a practicality that 
would be difficult for a whole chapter of 
fine-spun theorizing to achieve. 


Tuompson, M. H. The Education of Food 
Establishment Employees by Flip Chart. 
Modern San. 3, 12:20 (Dec.), 1951. 


“We Know a Good Deal More”— 
Belatedly, there appears a condensation 
of the papers making up the symposium 
on child growth and development pre- 
sented at our St. Louis Annual Meeting. 
Better late than you-know-when surely 
applies to this collection. 


Wasueurn, A. H., et al. Why Be Interested 
in Child Growth and Development? (and 
three related papers). The Child (Children’s 
Bureau) 16, 4:50 (Dec.), 1951. 


2 
| 
| 
7 
2 
: 
: 
ig 


E of the most significant develop- 

ments in the world today is that 
hitherto backward peoples are slowly 
awakening to the existence of better 
ways of living, of which freedom from 
disease is an exceedingly important part. 
In the course of the next fifty years, 
Africa will undoubtedly occupy a promi- 
nent place in this process. While many 
Africans still are employed on farms 
and plantations, they are being recruited 
to an increasing degree to work in fac- 
tories and mines. This process of 
industrialization and urbanization will 
very likely increase in tempo and scope. 
As the white and nonwhite peoples of 
Africa become more and more subject 
to these new conditions, problems of 
public health and medical care, already 
in evidence, will probably present them- 
selves more urgently for solution. From 
the current literature it is possible to 
survey some of the problems being faced 
at present, and to see some of the so- 
lutions that are being attempted. 


HOUSING AND CAUSE OF DEATH 

In South Africa, during the past gen- 
eration there has been a major migra- 
tion into the towns of rural population 
—Bantu, Indian, Cape Coloured, and 
Afrikaans-speaking whites. In urban 
areas, where white and nonwhite popu- 
lations are concentrated in closest 
proximity, problems of environmental 
sanitation, communicable disease con- 
trol, and housing in relation to health 
assume major importance. 

Some twenty years ago it was recog- 
nized that government subsidy was 
necessary to meet the housing needs of 
large segments of the population. Since 
then various subsidized housing projects 
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Public Health in Foreign Periodicals 


GEORGE ROSEN, M.D., Px.D., F.A.P.H.A. 


have been developed. The effect of 
subsidized housing on health is still a 
matter for investigation, although it is 
known that under certain circumstances 
the provision of such housing is not 
necessarily correlated with improved 
health. For example, M’Gonigle and 
Kirby showed conclusively that the 
ability to purchase adequate nutrition 
was the basic determinant of health. 

It is to this general problem that 
F. M. L. Stoker addresses himself." He 
undertook to determine as accurately as 
possible the effect of subsidized housing 
on a given colored population,? and 
decided to approach the problem by 
analyzing the mortality data of the 
group. As a result of this inquiry it 
was found that pulmonary tuberculosis 
was a proportionately more frequent 
cause of death in the housing project 
and under favorable environmental con- 
ditions than in the general colored 
group. There is also some evidence to 
show that nutrition is more important 
for health than housing. The author 
points out that the results warrant fur- 
ther study in this field. 


DISEASE INCIDENCE IN SOUTH AFRICAN 
WHITES AND NEGROES 

For clinical purposes, the incidence of 
most disease processes in South African 
whites is sufficiently well established. 
Experience has shown, however, that 
these values are not applicable to the 
Bantu population of South Africa. 
Charlewood and Frylinck studied these 
differences in the patient population of 
the three main teaching hospitals in 
Johannesburg.* They found that the 
average age of the Negro population was 
lower than that of the white. Abortions, 
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ectopic pregnancy, salpingitis, and fibro- 
myomata were commoner in the Bantu 
than in the white group. The following 
were all commoner among the whites: 
appendicitis, peptic ulcer, functional 
uterine bleeding, genital prolapse, en- 
dometriosis, as well as benign conditions 
of the thyroid, breast neoplasms, ovarian 
tumors, and malignancies of the lip, 
stomach, bladder, prostate, rectum and 
colon. No significant difference in in- 
cidence was found for laryngeal growths, 
dermoid tumors of the ovary, carcino- 
mata of the tongue and thyroid. 

Several of these findings are the con- 
sequence of existing social conditions. 
Most malignant conditions occurred 
more commonly in the white population, 
probably because more whites survive 
into the older age groups. Similarly, the 
prevalence of salpingitis is indicative of 
the wide prevalence of venereal disease 
in the Negro group. Ill health of this 
kind, as well as the tuberculosis men- 
tioned above, has its roots in poverty, 
ignorance or both. Overcrowding, which 
is a feature of all nonwhite housing, is 
an important contributory cause in the 
spread of diseases such as tuberculosis. 
This factor is also involved in the 
spread of venereal disease. More 
fundamental in the causal sequence, 
however, is the destruction of normal 
family life and the disorganization of the 
older tribal structure produced by the 
system of migrant labor. 


POLIOMYELITIS IN SOUTH AFRICA 

During recent outbreaks of polio- 
myelitis in South Africa, it has been 
noted that relatively more paralytic in- 
fections occurred in whites than in 
Bantus. To explain this observation it 
was suggested that the relatively low 
incidence of paralytic poliomyelitis in 
the Bantus, and then mainly in the age 
group O-5S, is in part at least due to an 
immunity of the older age groups 
acquired as a result of previous infection. 
This hypothesis is supported by sero- 
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logical surveys which show that in all 
age groups a greater proportion of 
Bantu than Europeans have neutralizing 
antibodies against the Lansing strain of 
poliomyelitis virus. 

In order to determine whether this 
serological immunity is developed in 
response to infection, a group of Bantu 
infants born and living in a native 
settlement were examined for polio- 
myelitis virus at regular monthly inter- 
vals.‘ The first examination was made 
within two weeks of birth. Of the 29 
infants chosen, 16 remained under ob- 
servation for the first full year of this 
study. During this period, four of the 
16 proved to be infected with polio- 
myelitis virus. Three of these developed 
Lansing antibodies following their in- 
fection. None of the four infants who 
were proved to be infected had signs or 
symptoms suggestive of poliomyelitis at 
the time of their infection. From this 
evidence, it is presumed that the Lansing 
antibodies demonstrable in the sera of 
most older Bantu children develop as a 
result of a previous, usually silent infec- 
tion with this type of virus. 


AN INFLUENZA EPIDEMIC IN CAPE TOWN 

During the latter half of 1950 there 
was an epidemic of mild influenza in 
South Africa.5 This epidemic offered the 
first opportunity for a systematic study 
of influenza in Cape Town. The virus 
strains that were isolated proved to be 
similar to some of those isolated else- 
where in South Africa during the epi- 
demic and to strains previously isolated 
in the United States and Europe. The 
disease was mild end not associated with 
serious pulmonary complications. It is 
reported that the type of virus responsi- 
ble for the epidemic in Cape Town was 
A prime. Judging by the absence of 
significant neutralizing antibodies in 
acute phase sera, and the high incidence 
of the infection, this type of virus has 
not been previously encountered in Cape 
Town, at least by the present generation. 


4 
= 
$ 
ne 
be 
fer 
— 
i) 
By 
| 
#3 
4 ; 
Pie 
AP 
* 
ays 


A WHOOPING COUGH EPIDEMIC IN AN 
URBAN NATIVE LOCATION 

During the autumn and winter months 
of 1949 there occurred an epidemic of 
whooping cough which affected the in- 
fant and child population of Lamontville, 
a subsidized housing project in Durban. 
Phillips gives an account of this epidemic 
and the activities undertaken by the 
Lamontville Health Center in order to 
deal with it. This account deals with 
cases which occurred during the first 
seven months of 1949. There were 103 
cases in Lamontville, all in children born 
in 1940 or later. The total child popula- 
tion in this age group was 1,117. 
Although there were occasional cases in 
the first three months of 1949, the dis- 
ease became epidemic in April, with a 
peak in May, and a sharp decline in the 
number of cases in June. During this 
epidemic, only two out of 95 inoculated 
children developed the disease, as com- 
pared with 101 of the remaining 1,022. 
The incidence of whooping cough during 
the epidemic was thus significantly lower 
in the inoculated children. Ninety-two 
children, aged between two and six 
years, attend a nursery school in the 
project. On the whole, it appears that 
the nursery school facilitated the spread 
of the epidemic among its children and 
among the children living in the same 
homes as the nursery school children. 
Inoculation of the children at the 
nursery school against whooping cough 
appeared to be effective and desirable in 
view of the ease of spread of the disease. 
In general, it is felt that the results of 
the inoculation of children in Lamont- 
ville provided more conclusive evidence 
of the effectiveness of the vaccine pro- 
duced by the South African Institute 
for Medical Research. There is a prob- 
lem, however, of getting the vaccine to 
the patient. This is basically a problem 
of health education. The author dis- 
cusses the attitude of the people to 
whooping cough and what can be done 
about it. 
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HUMAN CASES OF RIFT VALLEY FEVER IN 
JOHANNESBURG 

Rift Valley fever, or enzodtic hepa- 
titis, is an acute disease of sheep and 
cattle, caused by a virus presumably 
transmitted by mosquitoes. The disease 
was first described in 1931 in Kenya. 
As far as is known the infection does not 
occur under natural conditions outside 
Africa, although several infections have 
occurred among laboratory personnel in 
England and the United States. Mundel 
and Gear report the occurrence of 
human cases of Rift Valley fever at a 
farm 10 miles south of the center of 
Johannesburg.’ The source of infection 
was traced to a bull which died of an 
acute illness and on post-mortem ex- 
amination showed necrosis of the liver. 
From the liver a virus was isolated 
which proved to be that of Rift Valley 
fever. Three veterinary officers and two 
farm hands who participated in the post- 
mortem examination contracted the in- 
fection. At first it was thought the 
infection had been introduced by air as 
the farm is near an airport which re- 
ceives traffic daily from Central Africa, 
including Kenya, where Rift Valley 
fever was discovered. It was found, 
however, that a widespread epidemic of 
the disease in the Orange Free State and 
the Western Transvaal had preceded the 
Johannesburg outbreak. 


BILHARZIASIS IN THE TRANSVAAL 

Bilharziasis has been described in the 
Northern and Eastern Transvaal since 
this area was first settled by Europeans 
in the latter part of the 19th century. 
This fertile region was long laid waste 
and rendered unsuitable for agricultural 
development by the ravages of malaria 
which overshadowed bilharziasis. More 
recently as a result of research and con- 
trol programs, malaria has ceased to be 
of economic importance in this region. 
Attention has now been turned to bil- 
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Bilharzia haematobium infection based 
on the single urine examination of ap- 
proximately 15,000 unselected white and 
Negro children and adults. The bulk 
of the examinations were performed on 
children. The proved incidence ranged 
from 0 per cent in one district to 47 
per cent in another. The probable inci- 
dence ranged from 0 per cent to 56 per 
cent. Wezel is of the opinion that the 
probable incidence represents more 
accurately the true incidence. 

Annecke and Peacock ® likewise discuss 
the problem of bilharziasis in the Trans- 
vaal. It is their belief that molluscicidal 
work is the only possible practical 
method by which the disease can be 
controlled in this area. Treatment 
alone as a method of bilharzia control is 
of very little value. Furthermore, these 
authors feel that education alone will not 
solve the problem; but that as supple- 
mentary measures both treatment and 
education can be of great value. As a 
primary step, therefore, in the campaign 
against the disease it was essential to 
study the habits and incidence of the 
various snail hosts of B. haematobium 
and B. mansoni. This work was begun 
in 1948-1949. The distribution of the 
more important fresh-water snails is 
given for different parts of the Trans- 
vaal; and the distribution in various 
habitats of the known vectors Physopsis 
africana and Planorbis pfeifferi is given. 
Various molluscicides are discussed and 
the opinion is expressed that copper sul- 
fate is at present the molluscicide of 
choice. Success of any control program 
must largely depend on the codperation 
of the farming community. It will be 
necessary to convince the farmer that 
copper sulfate will have no deleterious 
effects on cattle or crops. Urine exami- 
nations performed during 1937-1938 
and 1948-1950 give percentage inci- 
dences of bilharziasis among Negro 
school children ranging from 4 per cent 
to 88 per cent. Corresponding figures 
for white school children vary from 3 
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per cent to 17 per cent. As yet the 
Department of Health has undertaken 
no systematic campaign to control bil- 
harziasis, for which the work reported 
in this paper is a necessary preliminary. 


ENDEMIC SYPHILIS IN AFRICA 

Forms of extra-venereal syphilis are 
found among primitive peoples all over 
the world. While performing a venereal 
disease survey in Southern Rhodesia, 
Willcox discovered another local variety 
of extra-venereal syphilis masquerading 
under the name njovera.’° The infec- 
tion is transmitted by close contact, 
sleeping huddled together in crowded 
huts and rondavels, by the common 
drinking bowl, and possibly also by 
flies. Njovera and bejel are believed to 
be identical. According to Willcox, the 
occurrence of chancres on the nipples 
of mothers feeding their children, with 
well marked secondary lesions, is sug- 
gestive evidence of extra-venereal infec- 
tion. The disease appears to be on the 
decline, owing to the policy of treating 
for syphilis all patients and their rela- 
tives who come to clinics. The author 
reports that cases of this disease react 
extremely well to single injections of 1.2 
—2.4 mega units of procaine penicillin 
G with 2 per cent aluminum mono- 
stearate. Not only does this offer a 
reasonable hope of cure to the individual 
early case, but it is also a powerful 
public health measure which, if widely 
used, may rid an area of its infectious 
cases and thus bring about a marked fall 
in incidence. This method was used in 
Southern Rhodesia. 


MALARIA CONTROL IN SOUTHERN 
RHODESIA 

For many years, malaria has been the 
most serious health problem of Southern 
Rhodesia. In 1946, experimental con- 
trol of malaria by residual insecticides 
was initiated. The success of these 
initial efforts led to the organization of 
a larger program. With the aid of funds 


= 
‘ 
5 
t 
{ 
le 
2 
. 
re 
‘ee 
Bs 
BE 
es 
} 


provided by the Southern Rhodesia 
State Lottery Trustees, £50,000 were set 
aside for a two year program of malaria 
and bilharziasis control. In malaria con- 
trol only residual insecticide spraying 
was employed. No organized prophy- 
lactic campaign was undertaken nor 
were antilarval measures used. An edu- 
cational campaign was not carried on. 
The area chosen for the initiation of the 
program was the Upper Mazoe River 
catchment, an area of 1,900 square miles 
in extent, and including a good cross- 
section of Southern Rhodesia activity, 
native reserves, farms, small mines, and 
small urban settlements. The results 
were striking and changed what was 
rather cool interest in the project into 
enthusiastic coéperation by whites and 
Negroes alike. In the light of the ex- 
perience already gained it has been 
decided to investigate two lines of attack 
for the future. Steps are now being 
taken to encourage all Town and Vil- 
lage Management Boards and the larger 
industrial, mining, and agricultural 
groups to undertake a residual spraying 
campaign tc protect their communities. 
The second line of attack now under 
investigation is to inaugurate a ten year 
plan to apply residual insecticide to all 
habitations in the native reserves of 
Southern Rhodesia. It was expected that 
this work would start in September, 
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1951, with five teams to cover 14 native 
reserves in Northern Mashonaland with 
an area of 3,600 square miles and a 
population ‘of 174,000. It is expected 
that campaigns of this kind will open up 
large areas of land at lower altitudes to 
agricultural development. 
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ASSOCIATION NEWS 


AUGUSTA JAY, EDITORIAL ASSOCIATE 

Mrs. Augusta Jay, Editorial Associate 
of the Journal for more than 30 years, 
died on January 2 after a six months’ 
illness. Mrs. Jay occupied a pivotal 
place in Journal affairs ever since the 
Association moved its offices to New 
York in 1921. Her outstandingly faith- 
ful service and patient dealing with the 
multiple problems of Journal production 
won the respect and affection of count- 
less contributors. Her monument is 30 
volumes of the American Journal of 
Public Health, the mechanical details of 
which were executed or supervised by 
her. 


NEWS OF A.P.H.A. AFFILIATED SOCIETIES 
AND BRANCHES 
The following new officers were 
elected at recent meetings of several 
Affiliated Societies and the Western 
Branch of the American Public Health 
Association: 


Florida Public Health Association— 
23rd Annual Meeting, October 4—6, 
1951, Miami Beach 


President—May S. Pynchon, Executive Sec- 
retary, Florida Tuberculosis and Health 
Association 

1st Vice-President—Dr. W. L. Wright, Sara- 
sota 

2nd Vice-President—R. E. Henshaw, Miami 

Secretary—Fred B. Ragland, Director of Fi- 
nance, Stzie Board of Health 

Treasurer—Elsie B. Hyatt, Administrative 
Assistant, Bureau of Vital Statistics, State 
Board of Health 

Representative to Governing Council of 
AP.HA.—Wilson T. Sowder, M.D., State 
Health Officer 

Delegate to Governing Council of Southern 
Branch, A.P.H.A—Frank M. Hall, M_D., 
Director, State Board of Health Training 
Center 


Minnesota Public Health Conference— 
5th Annual Meeting, September 28— 
29, 1951, Minneapolis 


President—Charles G. Sheppard, 
Health Officer of Hutchinson 

Ist Vice-President—C. V. E. Cassel, D.DS., 
Secretary, Minnesota State Dental Asso- 
ciation 

2nd Vice-President—W. O. B. Nelson, M.D., 
Health Officer of Fergus Falls 

Treasurer—Allan Stone, Executive Secretary, 
Minnesota Division, American Cancer So- 
ciety 

Executive Secretary—Dean S. Fleming, M.D., 
Director, Division of Preventable Dis- 
eases, State Department of Health 


Oklahoma Public Heaith Association— 
9th Annual Meeting, November 15-— 
17, 1951, Stillwater 


President—Loyd F. Pummill, Assistant 
Engineer, Field Technical Unit, State De- 
partment of Health 

Vicg-President—Charles D. Cluen 

Secretary-Treasurer Marjorie Butler, 
Records Consultant, State Department of 
Health 


Pennsylvania Public Health Association 
—1952 Annual Meeting, September 
21, Pittsburgh 


President—I. Hope Alexander, M.D., Di- 
rector, Pittsburgh Department of Health 

President-Elect—William G. Mather, Ph.D., 
Professor of Rural Sociology, Pennsyl- 
vania State College 

Vice-President—George S. Klump, M_D., 
Private Practice, Williamsport 

Secretary-Treasurer — Mary Arnold, Chief, 
’ Office of Health Education, Pittsburgh De- 
partment of Health 


South Carolina Public Health Associa- 
tion—28th Annual Meeting, No- 
vember 16, 1951, Columbia 

President—George A. Bunch, D.DS., Di- 
rector Division of Dental Health, State 


Board of Health 
President-Elect—Mary B. MacFarlane 


M_D., 


{218] 


he 
Ave 

\ 
i q 

evs 

a 

i 

Be 

x 
| 
: 


Vol. 42 ASSOCIATION NEWs 219 


Vice-President—J. H. Stephens, Chief Sani- 
tary Engineer, State Board of Health 

Treasurer—J. C. Harrison 

Secretary—Carrie B. DuPriest, State Board 
of Health 


Washington State Public Health Associ- 
ation—16th Annual Meeting, Sep- 
tember 17-18, Beliingham 


President—Sam I. Reed, Chief, Division of 
Sanitation, Bremerton-Kitsap County 
Health Department 

President-Elect—W. R. Giedt, M.D., Head, 
Section of Epidemiology, State Depart- 
ment of Health 

Vice-President—C. E. Morris, Field Repre- 
sentative, Washington Tuberculosis Asso- 
ciation 

Secretary—Elizabeth D. Massier, Secretary, 
Tacoma-Pierce County Health Depart- 
ment 

Treasurer—Geraldine Fletcher, Staff Public 
Health Nurse, Seattle-King County Health 
Department 


Western Branch, American Public 
Health Association—18th Annual 
Meeting, October 29, 1951, San 
Francisco 


President—L. J. Peterson, Administrative 


Director, State Department of Public 
Health, Boise, Ida. 

President-Elect—L. H. Howard, M.D., Di- 
rector, Pima County Health Department, 
Tucson, Ariz. 

Vice-Presidents—Edward L. Van Aelstyn, 
M.D., District Health Officer, Cowlitz- 
Wahkiakum County Health District, 
Kelso, Wash.; Roy J. Cleere, M.D., Ex- 
ecutive Director, State Department of 
Public Health, Denver, Colo.; D. D. 
Carr, M.D., County Health Officer, Clark 
County Health Department, Las Vegas, 
Nev. 

Secretary-Treasurer — WHarold F. Gray, 
Lecturer in Public Health, School of 
Public Health, University of California, 
Berkeley, Calif. 


The Western Branch will hold its 19th 
Annual Meeting in Denver, Colo., June 
3-6, 1952. The headquarters hotel will 
be the Shirley-Savoy. James P. Dixon, 
M.D., is Chairman of the Annual Meet- 
ing Committee, Graydon Dorsch is 
Chairman of the Local Arrangements 
Committee, and the program is being 
developed under the Chairmanship of 
Lloyd Florio, M.D. Owen B. Stubben 
is Chairman of the Denver Regional 
Finance Committee. 


APPLICANTS FOR MEMBERSHIP 
The following individuals have applied for membership in the Association. They have 


requested affiliation with the sections indicated. 


Health Officers Section 

James E. Galbraith, M.D., M.P.H., 406 L. 
Street, Hoquiam, Wash., Health Officer, 
Grays Harbor County Dept. of Health 

Jose R. Garcia, M.D., Betances, Maricao, 
Puerto Rico, Director, Public Health Unit, 
Puerto Rico Dept. of Health 

Otto Hoke, M.D., P. O. Box 1729, Durham, 
N. C., Medical Officer, Venereal Disease 
Division, Public Health Service 

P. T. Howell, M.D., D.Rad., Scott County 
Health Dept., Forest, Miss., Director 

Armando Lara-Munoz, M.D., Raymondi 88, 
Iquitos, Peru, S. A., Jefe del Centro de 
Medicina Preventiva, Servicio Cooperativo 
Interamericano 

David G. McCurdy, M.D., C.M., C.P.H., 103 
Charlotte St., Sydney, N. S., Canada, Divi- 
sional Medical Health Officer 


Calvin S. McLaughlin, Jr, M.D., Box K, 
Crow Agency, Mont., Senior Medical Officer, 
Bureau of Indian Affairs 

Allen F. Murphy, M.D., West Liberty, Ky., 
Health Officer, Wolfe County and Morgan 
County Health Depts. 


Laboratory Section 

Harry H. Borowsky, 190 Warren St., Jersey 
City, N. J., Chemist and Bacteriologist, 
Onyx Oil & Chemical Co. 

Herman M. Kanner, Blossom Dairy Co., 114 
Virginia St., Charleston, W. Va., Dairy 
Technician 

Toshiko Katsumoto, 419%4 Eighth St., Marys- 
ville, Calif. Public Health Bacteriologist, 
Sutter-Yuba Health Dept. 

John A. Lagomarsino, 2131 Wantagh Ave. 
Wantagh, N. Y., Director, Professional Diag- 
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nostic Laboratory and Laboratory of Clinical 
Analysis 

Manuel Rodriguez-Leiva, M.D., Institute of 
Microbiology, University of Chile, Santiago, 
Chile, S. A., Student, School of Public 
Health, University of California 

Sidney A. Schwartz, Box 394, East Moriches, 
N. Y., Bacteriologist-in-charge, Suffolk 
County Dept. of Health Laboratory 

Leck Tanasugarn, D.V.M., MS., 201 Milford 
St., East Lansing, Mich., Student of Bac- 
teriology, Michigan State College 


Statistics Section 

Cecilio J. Morales, Thames 2432, Buenos Aires, 
Argentina, S. A., National Director of Demo- 
logical Investigations, Ministry of Public 
Health 

Dewey Shurtleff, M.P.H., 2812 Que St., S.E., 
Washington 20, D. C., Analytical Statis- 
tician, National Office of Vital Statistics 


Engineering Section 

H. O. Bealmear, P. O. Box 846, Asheville, 
N. C., District Milk Sanitarian, State Board 
of Health 

Blair I. Burnson, East Bay Municipal Utility 
District. 2127 Adeline St., Oakland 7, 
Calif., Supervising Sanitary Engineer 

Paul De Falco, Jr., 95-05 57th Ave., Elmhurst 
73, N. Y., Sanitary Chemist, Interstate Sani- 
tation Commission 

Wilbur P. Green, 906 Alandale St., Klamath 
Falls, Ore., Sanitarian, Klamath County- 
Klamath Falls Health Dept. 

Marvin D. Strauss, 1426-21st St., N.W., Wash- 
ington 6, D. C., Bacteriologist, U. S. Food 
and Drug Administration 

Bernard E. Volkman, 8426 Tyrone Ave., Van 
Nuys, Calif., Sanitation Inspector, Los 
Angeles City Health Dept. 


Industrial Hygiene Section 
Lawrence F. Dieringer, 431 The Fenway, River 
Edge, N. J., Instructor of Industrial Hy- 
giene, Dept. of Industrial Hygiene, New 
York University 
John A. Holt, 13 Knight Ave., Easthampton, 
Mass., Sanitarian, Hartford (Conn.) Health 


Dept. 

M. S. Schulzinger, M.D., M.A., 340 Reading 
Rd., Cincinnati 2, Ohio, Physician, Industrial 
Emergency Hospital 

Robert P. Sim, M.D., 15 West 51 St., New 
York 19, N. Y., Senior Physician, Esso 
Standard Oil Co. 


Food and Nutrition Section 
George Q. Cannon, Dairymen’s Assn., Ltd., 
P. O. Box 1880, Honolulu, T. H., Vice- 
President and Manager, Milk Division 
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A. G. Marcus, P. O. Box 1880, Dairymen’s 
Assn., Ltd., Honolulu, T. H., President and 


General Manager 


Maternal and Child Health Section 
Conway S. Magee, M.D., Suite 20, Gordon 
Bldg., Lake Charles, La., Pediatrician 


Public Health Education Section 

Alfred D. Aki, 3730 Keanu St., Honolulu, 
T. H., Secretary and Department Manager, 
Service Cold Storage Co., Ltd., and Di- 
rector, Oahu Health Council 

Ethel H. Biair, R.N., Miners’ Hospital, Craw- 
ford Ave., Spangler, Pa., Director of Nursing 

John W. Collins, M.A., 107 First Ave., S.W., 
Ardmore, Okla., County Health Educator 
and Executive Secretary, Carter County 
Health Dept. 

Alice O. Ford, D.H., 1443 Channing St., N.W., 
Washington 18, D. C., Instructor in Dental 
Hygiene, Howard University 

Kathryn Gruby, 939 East 223 St., New York 
66, N. Y¥., Health Educator, New York City 
Dept. of Health 

Richard G. Hahn, M.D., M.P.H., 4 Warren 
Place, Montclair, N. J., Staff Member, Di- 
vision of Medicine and Public Health, Rock- 
efeller Foundation 

Blanche B. Haley, RN.. MP.H., 419 S. 
Edgeworth St., Greensboro, N. C., Field 
Secretary, North Carolina Congress of 
P.T.A. 

Marvin M. Leeds, 912 Linden Blvd., Brooklyn 
3, N. Y., Administrative Assistant, Brooklyn 
Tuberculosis and Health Assn. 

Jose G. Olea, M.D., 2210 Bancroft Way, 
Berkeley 4, Calif., Student, School of Public 
Health, University of California 

Luella J. Uhrhane, R.N., M.P.H., 6446 College 
Station, Durham, N. C., Asst. Professor of 
Health Education, Duke University 

Bessie S. Ware, The Dairy Council, 310 Health 
Bidg., Durham, N. C., Director 

Donald D. Waterstreet, M.S., 621 Furnald 
Hall, Columbia University, New York 27, 
N. Y., Student 

Mary E. Young, M.P.H., 409 Woodlane, Apt. 
12, Little Rock, Ark., Supervisor, Tubercu- 
losis Case Register, State Health Dept. 


Public Health Nursing Section 

Aileen B. Berthiaume, M.A., 756 Colorado 
Blvd., Denver 7, Colo., Asst. Professor and 
Coér*inator of Public Health and Out- 
patient Nursing, University of Colorado 
School of Nursing 

Ange'a Brandley, 2879 East 194 St., Bronx 61, 
N. Y., Field Supervising Public Health 
Nurse, New York City Dept. of Health 

Mary E. Fitzpatrick, 3157 Peachtree St., N.E., 
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Atlanta, Ga., Hospital Nurse Consultant, 
State Dept. of Health 

‘Lucille F. Kolb, 1000 Esplanade, Redondo 
Beach, Calif., Supervising Public Health 
Nurse, Los Angeles County Health Dept. 


Epidemiology Section 
Bruce D. Storrs, M.D., C.M., 30 Payne Roaa, 
Newton Highlands 61, Mass., Student, 
Harvard School of Public Health 


School Hecith Section 
Maya S. Unna, M.D., Harvard School of 
Public Health, 55 Shattuck St., Boston, 
Mass., Private Pediatric Practice 


Medical Care Section 
Walter E. Boek, M.A., Health Information 
Foundation, 420 Lexington Ave., New York 
17, N. Y., Director of Research 
William H. Hermann, 2738 Yale Station, New 
Haven, Conn., Student, Dept. of Public 
Health, Yale University 
Clifford S. Johnson, M.P.H., 2615 27th St., 
Lubbock, Tex., Asst. Administrator, Lub- 
bock Memorial Hospital 


Carl L. Mosher, R.N., Apt. 4F, 500 Linwood 
Drive, Fort Lee, N. J., Student of Hospital 
Administration, Columbia University 

George G. Reader, M.D., 525 East 68th St., 
New York 21, N. Y., Acting Director, Com- 
prehensive Care and Teaching Program, 
New York Hospital-Cornell Medical College 

Lance S. Wright, M.D., Public Health Service 
Medical Center, Hot Springs, Ark., Senior 
Assistant Surgeon, Venereal Disease Division 


Unaffiliated 

Frederick J. Brady, M.D., 16 Woodhaven 
Blvd., Bethesda 14, Md., International 
Health Representative, Division of Inter- 
national Health, Public Health Service 

Ronald L. Hectorne, D.V.M., M.P.H., R.F.D. 
No. 3, Bridgeton, N. J., Public Health Vet- 
erinarian, State Dept. of Health 

E. J. MacNamara, State Department of 
Health, Harrisburg, Pa., Comptroller 

William G. Mather, Ph.D., 234 E. Hamilton 
Ave., State College, Pa., Professor of Rural 
Sociology, Dept. of Agricultural Economics 
and Rural Sociology 

Ralph T. Palmer, 336 Canner St., New Haven, 
Conn., Student, Yale University 


A.P.H.A. membership application blank on page XX/X 
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EMPLOYMENT SERVICE 


The following pages present information for those seeking qualified public health 
personnel and for those seeking positions in public health. 
This is a service of the Association conducted without expense to the employer or 


employee. 


POSITIONS AVAILABLE 


Public Health Physician as Medical 
Director of Bi-County Health Department 
in southwestern Illinois on Ohio and 
Mississippi Rivers. Important public 
health job to be done. Salary $7,000. Ap- 
ly Guy Jones, Secretary, Alexander- 
Pulaski Bi-County Board of Health, 1009 
Walnut Street, Cairo, Ill. 


Medical Health Officer for Shelby- 
Effingham County Health Department; 
central Illinois location; good schools; ex- 
cellent rural communities; salary range 
$6,900-$9,000; may start above minimum; 
must have capacity for good public rela- 
tions. Write to Mr. J. . Griffin, 
Teutopolis, Ill, or to Dr. O. G. Kauder, 
Findlay, Ill. 


Psychiatrist to Chronic Disease Re- 
search Institute to assume responsibility 
for directing, organizing, and integrating 
therapy in Alcoholic Center. Appointment 
to faculty. Requirements: Diplomate in 
Psychiatry desirable, intensive training 
and experience in psychotherapy and in- 
terest in research. Salary $10,000-$12,000. 
Write: Office of the Dean, University of 
Buffalo School of Medicine, 24 High 
Street, Buffalo 3, N. Y. 


Associate Medical Director of life insur- 
ance company. Previous experience pref- 
erable but not required. Starting salary 
$11,200 with insurance and retirement 
benefits. Write Box Ph-27, Employment 
Service, A.P.H.A. 


Public Health Dentist—to administer 
and operate a public health dental pro- 
gram in a city-county health department 
serving a population of 126,000. The pro- 
gram includes dental health education, 
topical applications of sodium fluoride and 
corrective dentistry. Headquarters in a 
cultural and civic center for southwest 
Michigan. Excellent supporting health 
program. Beginning salary, $6,300, plus 
mileage. Write W. B. Prothro, M.D., 
Director, City-County Health Department, 
Kalamazoo, Mich. 


Vector Control Specialists: Opportuni- 
ties in California with State Department 
of Public Health. Several vacancies with 
salary ranging from $5,232 to $6,360. 
Qualifications are four years of full-time 


paid experience in sanitary or public 
health engineering or in entomology, in- 
cluding two years of experience in vector 
control. (One year of graduate work in 
sanitary or public health engineering, 
entomology, or parasitology may be sub- 
stituted for one year of nonvector control 
experience.) Also required is education 
equivalent to graduation from college with 
specialization in engineering or the bio- 
logical sciences. Employment in 
Berkeley and travel may be required. 
Write for details and application to State 
Personnel Board, 1015 L Street, Sacra- 
mento, Calif. 


Medical Health Officer for Lawrence- 
Wabash County Health Department. 
Salary range $7,200-$8,400; may start 
above minimum; must have capacity for 

d public relations. Write Roy R. 

ucker, Sccretary-Treasurer, Lawrence- 
Health Department, Lawrence- 
ville, Ill. 


Tuberculosis Consultant. Washington 
State Health Department. Salary range 
$8,124-$9,732 per year. Eligibility for 
licensure in Washington and one year of 
experience in a tuberculosis clinic, hos- 

ital, or related practice required. Write 

r. J. A. Kahl, State Director of Health, 
1412 Smith Tower, Seattle 4, Wash. 


Assistant Health Officer for venereal 
disease and other communicable disease 
control. Salary range $593-$733 per 
month. 

Public Health Nurse—five positions 
open. Generalized program. Salary range: 
$288-$352 per month. 

Public Health Engineer to serve as Di- 
rector of Environmental Sanitation. Salary 
range: $390-$480 per month. 

Junior Public Health Nurse. Generalized 
program. Salary range: $261-$318 per 
month. Write: Department of Public 
Health, 2655 Pine Avenue, Long Beach 6, 
Calif., stating educational and professional 
qualifications. 


Crippled Children’s for state 
health _oo— program for crippled 


children. Minimum requirements master’s 
degree in public health and two years 
experience or training in pediatrics. Must 


be United States citizen and eligible for 
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Connecticut license. Salary $7,020-$8,460. 

Medical Social Worker in the Bureau of 
Maternal and Child Hygiene, Division of 
Crippled Children, State of Connecticut 
Department of Health. Salary $3,300- 
$4,020 with annual increments of $180 up 
to maximum of the bracket. Is part of 
professional team serving clinics in various 
communities throughout the state. Write: 
William T. Youngberg, Supervisor of Per- 
sonnel, State of Connecticut Department 
of Health, Hartford, Conn. 


Nurse Educational Director. Also 
isor. Combination agency, gener- 
alized program, including bedside care. 
Forty hour week, cumulative vacation and 
sick leave, retirement. Good salary. Write: 
Executive Director, The Visiting Nurse 
Association, 401 Municipal Bidg., Dayton 
2, Ohio. 


Several qualified Public Health Officers 
are needed in Texas. Salary $7,200 per 

r plus a necessary travel allowance. 

rite George W. Cox, M.D., State Health 
Officer, Austin, Tex. 


Staff Schod) Nurse for small, well or- 
ganized schoo; health department; loveli- 
est spot Pacific Coast. eginning salary 

,350-$3,600 depending on training; 35 
hour week; work nine calendar months, 
two weeks vacation Christmas, one week 
Easter. Annual increment for 10 years up 
to $5,500; tenure after three years. 
and P.H.N. degrees, own car. Send photo- 
graph, age, degrees, training, and experi- 
ence, marital status, number of children. 
Write Mi-5, Employment Service, 


of Nurses: sala range 
00 depending on qualifications 
and experience; car furnished or liberal 
allowance granted if driving personal car; 
pension system, vacation and sick leave 
granted. 

Staff Nurse; paring salary $3,340. Car 
furnished or liberal allowance granted if 
driving personal car; pension system, va- 
cation and sick leave granted. Contact 
Mr. Edward Peters, Acting Health Offi- 
cer, City Hall, La Crosse, Wi 


Public Health Nurses needed for gener- 
alized service in local health departments 
in Georgia. Entrance salary $2,760 with 
advancements to $3,480. Travel allowance 
for use of personal car. Liberal retirement 
benefits. pportunities for further train- 
ing. Write Personnel Administrator, State 
Health Department, State Office Building, 
Atlanta, Ga. 


Public Health Nurses for staff positions 
in general public health program in en- 


larging health department in interesting 
county in southeastern Michigan. Close 
to two large university teaching centers in 
Public Health Nursing. Salary based on 
public health experience and training. 
County Pension Plan, vacation, and gen- 
erous sick leave policy. Must have auto- 
mobile, mileage is furnished. Apply: 
Director, Macomb County Health Depart- 
ment, County Building, Mt. Clemens, 
ich. 


Public Health Nurse with public health 
training. Salary based on experience. 
Excellent personnel policies. Generalized 
public health program. Apply: Civil Serv- 
ice Department, City Hall, Room 412, 
Dallas, Tex. 


Public Health Nurse with certificate, 
for a generalized program in both urban 
and rural communities of the San Fran- 
cisco Bay area. Salary $291 per month 
to a maximum of $356 in five years. Fort 
hour, five day week, retirement plan, sick 
leave. Apply: Director of Public Health 
Nursing, Alameda County Health Depart- 
Callan Avenue, San Leandro, 


Medical Director at Tuberculosis Hospi- 
tal; $4,82U per qoee plus full maintenance. 
Laboratory Technician at $2,000 per 
year plus full maintenance. 
X-ray Technician at $1,900 _ year 
bed maintenance. Write Dr. hur J. 
ioux, Health Commissioner, Fall River, 
Mass. 


Health Officer, Health 


Unit. 90, $11,000. 
Write: John Hall, eer 
Pueblo, Colo. 


Director of Water and Sewage Section— 
To direct on national level activities of 
this Section, supervision activities, ap- 
proval of water and sewage treatment 
plans, establishment of standards and 
training of local sanitary engineers. Re- 
quirements: B.Sc. and preferably M.Sc. as 
Sanitary Engineer. Five years of experi- 
ence in this field. Write: Miss Beatrice F. 
Altshuler, Secretary, Government of 
‘ 11 East 70th Street, New York 21, 


Sociologist in Rural Health— 
To work in rural health organization and 
public health education. Must have Mas- 
ter's degree in sociology (preferably 
rural). Minimum salary $4,000. May 
start above minimum depending on experi- 
ence and training. Excellent opportunity 
in developing program. Write: Robert L. 
McNamara, Widleneer of Rural Sociology, 
University of Missouri, Columbia, Mo. 
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POSITIONS WANTED 


Health Administrator—Health 
Educator. M.Sc.Hyg. in health education 
from eastern university. Woman. Expert 
community organization, state, area, and 


city basis. ould prefer opening with 
university affiliation, east or west. rite: 
Box Employment Service, 


A.P.H.A. 


Medical Microbiologist. Desires teach- 
ing, research, or departmental responsi- 
ifity in public health school, city, or state 
ublic health laboratories; 16 years teach- 
ing experience in bacteriology, parasitol- 
° medical mycology, and immunology. 
Tater and professional societies; numer- 
Excellent references. 


ous publications. 
September, 1952. 


Available June or 


Write: Box LD-15, Employment Service, 
A.P.H.A. 


Medical Student with M.S.P.H. in sani- 
tary science seeks summer employment. 
Navy Hospital Corps, teaching, camping 
experience. Unusual qualifications for sev- 
eral fields of public health and sanitation, 


industrial hygiene, camp intern. Age 28, 
married. Resumé sent on request. 
Write: mm S-11, Employment Service, 
A.P.HLA 

Public Health Educator. B.S., M.S., and 
Ed.D. (qualified). Eight years public 


health education experience, official health 
Write: Box ay teaching and writing. 
rite: HE-42, Employment Service, 


All communications should be sent to Burneice Larson, Medical Bureau, Palmolive 
Building, Chicago 11, II. 


OPPORTUNITIES AVAILABLE FOR THE 
FOLLOWING: (a) th OF 
HEA TH: university tow 70,000 ; idwest. 
(b) PUBLIC HEALTH PHYSICIAN 7 direct 
school health program; school enrollment, 
a 

West. c) 


HEALTH pPOHYSICIAN to serve as medi 

consultant; major philanthropic organization; 
duties involve some travel; $12,000-$15,000. (d 


DIRECTOR, student health department; outstand- 
i administrator required; large universi' 
HEALTH COMMISSIONER; town of 


a5; South. (f), DENT 
) COUNTY HEALTH PHYSIC ANS: 


( 

ries dent on qualifications, to $10,000. 
ASSISTANT HEALTH OFF Cali- 
fornia. (i) PUBLIC HEALTH NU RSES; 
generalized field nursing service consultant and, 


also, ——- in visiting and industrial nursing; 
state health ty ent, university town, Midwest. 
(j) CONSULTANT; several in 
patie health nursing; admin equired ; 
oreign appointment. SUPERVISING GuAND 
STAFF NURSES; duties include school nurs 
cars available; near San Francisco. (1) DIREC- 
TOR, visiting nurse association; university town, 
Widwest. (m) DIRECTOR, pro- 
am; large insurance compa: w York, South, 
(n) ASSOCIATE PROFESSOR OF 
HEALTH EDUCATION; preferably woman wi 
doctorate ; eedetihe and undergraduate students ; 
state university; around $6,000 for school year. 
(o) HEALT EDUCATOR; county health de- 
California. HEALTH  EDU- 
OR; urban and rural area; New England. 
(a) *SANITARY "ENGINEER - practical ex- 
ics, knowledge of Spanish ; 
be fam Mar wit 


various tropical diseases; di 


charge of ; 

America. _(r) “SANITARIANS; $7,000. 

(s) SANITARY NEER, ‘state health’ de- 
peonquest ers, university town; Midwest. 

(t) SOCIOLO td rural health program, Mid- 

south; Master’s d required. If you will write 

for our ANALYSIS M, we 


individual survey whic 

BURNEICE DI. 
Cc. PALMOLIVE BUILDING, 
CHICAGO 


WANTED — OPPORTUNITIES FOR THE 
FOLLOWING-- (a PUBLIC HEALTH rere. 
ICIAN; M. 4 iplomate, American Board of 
Preventive Medicine and 4 years, 
director, university service 
county health department. do} HEALT 
DEN M.P.H.; several years, state 
health fepartment of Sentistry, PUBLIC 
HEAL NURSING Ist 
B. S. (Public Health Nursing); M 
Education); 3 years, instructor hygiene and col- 
edu cation of 
health, “(d)" HEALTH EDUCAT 
Physical Education and Health), M. S. (Health 
Universi consider: 
work tow: years’ ience ; 
professional rank, assistant prot caching exper Edu- 
cation. on”. PUBLIC HEALTH ‘ENGINEER; 
B. S. Ch 2 ing, M. S. Sanitary Engi- 
neering; ‘interes’ juding 
4 years in South America. = tS TATISTICIAN ; 
M. S., Ph.D. degree; 5 years’ teaching experience; 
past several years, director vital i} division 
city health d Please d a 
to BURNEIC LARSON MEDICAL ‘BUR U, 
PALMOLIVE BUILDING, CHICAG 
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NEWS FROM THE FIELD 


WHO NEWS 
Venereal Disease Control Center 

The first international model center 
for venereal disease control among sea- 
men was opened in Rotterdam in De- 
cember, 1951. The new Center, located 
in the Rotterdam Maritime Health Cen- 
ter, under the direction of Dr. E. H. 
Hermans, has the latest facilities for 
study and demonstration of recently de- 
veloped techniques of venereal disease 
control. It is setting up short training 
courses for medical officers, nurses, labo- 
ratory technicians, and medical social 
workers from many count-ies. WHO 
has recruited international technical 
personnel and is providing fellowships 
and some materials. The Netherlands 
Government is making facilities of a 
special polyclinic available. 

Rotterdam was chosen as the site be- 
cause it is the largest European port of 
reception for oyerseas shipping, as well 
as the terminus for most shipping com- 
ing up the Rhine River from as far 
away as Basel. The recently organized 
Rhine River Anti-Venereal Disease 
Commission will also be located in the 
Center. 

It is reported that port cities have not 
had the decline in venereal disease that 
has been evident in many inland areas. 
Norway, for example, reports that 44 
per cent of new syphilis cases in 1946 
were brought into ports by merchant 
seamen. 


Public Health Administration 

The first meeting of the Expert Com- 
mittee on Public Health Administration 
was held in Geneva for five days in 
December, with Ira V. Hiscock, Sc.D., 
chairman of Yale’s Department of Pub- 
lic Health, serving as rapporteur. Dr. 
Karl Evang, Norway’s director general 


of public health, was chairman. Other 
representatives were from Brazil, Can- 
ada, India, Pakistan, the United King- 
dom, and Yugoslavia. 

Reports so far available indicate that 
“the Committee considered and reported 
on the basic principles and practices of 
public health administration in relation 
to planning, organization and assessment 
of health services, the need for profes- 
sional and technical staff and the financ- 
ing of the services, including those for 
medical care.” 


Sanitation Measures for Cholera 

In November, WHO’s Expert Com- 
mittee on Cholera held its first meeting, 
a two-day session in Delhi. This Expert 
Committee has taken over the work in 
international control begun by the In- 
ternational d’Hygiene Publique, recently 
dissolved. 

The Expert Committee urgently asked 
authorities of cholera endemic areas to 
concentrate on environmental sanitation 
programs, including pure water and 
waste disposal. 

Dr. R. Pollitzer, secretary of the 
Committee, reported that in India alone 
cholera had killed nearly half a million 
persons in 1943. It was announced at 
the meeting that WHO will codperate 
with the Pakistan Government in a pilot 
cholera control project in East Bengal. 
A sanitary engineer from the Eastern 
Mediterranean Regional Office was al- 
ready in Pakistan making a preliminary 
study. 

The Committee also recommended ac- 
tive research on improved methods of 
laboratory diagnosis and a permanent 
research center for intensive study of 
cholera problems. 

C. G. Pandit, secretary of the Indian 
Council for Medical Research, was 
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chairman of the meeting. Dr. William 
Burrows, of the University of Chicago, 
represented the United States. 


New PASB Assistant Director 

M. G. Candau, M.D., M.P.H., 
Geneva, Switzerland, presently assistant 
director-general of WHO, resigned in 
December to become assistant director 
of the Pan American Sanitary Bureau, 
Washington, D. C., Regional Office of 
WHO, in March, 1952. He succeeds 
Paulo C. A. Antunes, M.D., M.P.H., 
who has resigned to become dean of the 
School of Hygiene and Public Health, 
University of Sao Paulo, Brazil. In the 
interim A. V. Sutter, M.D., of the WHO 
headquarters staff has been acting as 
assistant director of the Bureau. 

Dr. Antunes has occupied important 
public health positions in the Brazilian 
Government, the Sao Paulo State De- 
partment of Public Health, and the 
Rockefeller Foundation. He joined the 
PASB in 1949. He has also been pro- 
fessor of rural health practice and para- 
sitology at the School of Hygiene and 
Public Health in Sao Paulo where he is 
now becoming dean. 

Dr. Candau has been at WHO head- 
quarters for two years, first as director 
of the Division of Organization of Public 
Health Services. Earlier he was super- 
intendent of Servico Especial de Saude 
Publica, a codperative public health pro- 
gram of the Brazilian Government and 
the Institute of Inter-American Affairs. 


PREVENTING CHILDHOOD ACCIDENTS 

Called a fresh approach to the prob- 
lem of childhood accidents, a year’s pilot 
study is now under way at Babies Hos- 
pital of the Columbia-Presbyterian Med- 
ical Center in New York. The study is 
under the guidance of an advisory com- 
mittee made up of representatives of 
education, psychiatry, epidemiology, 
pediatrics, accident prevention, and re- 
search methods, as well as of the Medi- 
cal Center and of the Metropolitan Life 
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Insurance Company. A grant from the 
latter is supporting the study. 

Today accidents are the leading cause 
of death among children from 1 to 19 
years of age. This study will attack the 
accident-prone problem among children. 
It is hoped to produce information that 
can be translated into practical guidance 
procedures in the home or routine in- 
struction methods in the school. 

The director of the study is William 
S. Langford, M.D., head of the Pediatric 
Psychiatric Clinic at Babies Hospital. 
Rustin McIntosh, M.D., director of 
Pediatric Service, Presbyterian Hospital, 
is chairman of the advisory committee. 


RESEARCH BUILDING HONORS DR. SABIN 

The University of Colorado School of 
Medicine in Denver dedicated on De- 
cember 1 the Florence R. Sabin Build- 
ing for Research in Cellular Biology. 
This building in honor of Dr. Sabin, a 
native of Colorado, former professor at 
Johns Hopkins University School of 
Medicine and former member of the 
Rockefeller Institute for Medical Re- 
search, New York, was made possible by 
a grant from the National Cancer In- 
stitute and by funds provided by citizens 
of the state to the University of Colo- 
rado. A brochure descriptive of the 
building was distributed to those in at- 
tendance, illustrating both the research 
and treatment facilities made possible 
by the building. 


ALCOHOLISM INFORMATION CENTER 

The Association for the Advancement 
of Instruction About Alcohol and Nar- 
cotics has been organized to aid Ameri- 
can schools in developing techniques and 
materials for instruction about alcohol 
and narcotics. It has been launched by 
educators from 11 states, the District of 
Columbia, and Canada who attended the 
1951 Summer School of Alcohol Studies 
at Yale University. The Association will 
serve as a clearing house for information 
and will stimulate members in develop- 
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ing new teaching techniques at different 
grade levels. It is expected that mem- 
bership of the organization will be com- 
posed chiefly of individual public and 
private school teachers, supervisors and 
administrators, including health educa- 
tors, school physicians, and school 
nurses, but will be open also to organiza- 
tions and agencies concerned with the 
prevention and control of public health 
disorders. 

Executive headquarters are at the 
Yaie Laboratory of Applied Physiology, 
New Haven, Conn. In addition it is 
planned to maintain regional centers to 
serve the Western and Mountain States, 
the Middlewest, and the South. 


A NEW JOURNAL IN METABOLISM 

Metabolism: Clinical ana Experimen- 
tal began bimonthly publication in Jan- 
uary, 1952, to meet “the need for 
up-to-date, regular, correlative coverage 
of the important field” of metabolism 
and its direct relationship to every facet 
of medical science. Its editor is Samuel 
Soskin, director of the Medical Research 
Institute of Michael Reese Hospital in 
Chicago; associate editor, Fuller Al- 
bright, M.D., associate professor of 
medicine, Harvard Medical School. 
Among its 16 associate editors are 4 
Fellows and 1 member of the American 
Public Health Association. Published 
by Grune & Stratton, 381 Fourth Ave., 
New York 16, $9 annually. 


ACCREDITATION OF SANITARY 
ENGINEERING CURRICULA 

The 19th report, for 1951, of the 
Engineers’ Council for Professional De- 
velopment once again lists accredited 
undergraduate engineering curricula for 
the United States. Of those listed, 25 
universities include a sanitary option 
and one a public health option under 
civil engineering, and 4 institutions offer 
a full curriculum in sanitary engineering. 
This represents an increase of 3 over the 
number of accredited civil engineering- 
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sanitary options recognized in 1950. The 
report also discusses the accreditation of 
graduate engineering education, conclud- 
ing that it should not be attempted at 
this time. The full report available from 
ECPD, 29 West 39th St., New York 18, 


50¢. 


ENVIRONMENTAL RESEARCH LABORATORY 
The American Society of Heating and 
Ventilating Engineers has opened a new 
Environment Laboratory in its Research 
Laboratory, 7218 Euclid Ave., Cleve- 
land, Ohio. A study of human comfort 
in heated and cooled indoor places and 
the development of data for the design 
of heating and cooling systems are its 
chief purposes. Research work will also 
be carried on in the little explored field 
of odors. Construction of the laboratory 
is such that almost any type of room 
arrangement can be made and any type 
of climatic cendition simulated. The 
facilities, available for the use of the 18 
technical committees of ASHVE, are di- 
rected by Cyril Tasker, director of 
research. Opportunities of joint research 
with other organizations are welcome. 


SOCIOLOGIST IN PEDIATRICS 

In the belief that the effect of the 
hospital environment on the sick child 
and his family needs reévaluation, the 
Yale University School of Medicine has 
appointed a sociologist to the pediatrics 
department staff. The announced pur- 
pose is “to add to the effectiveness of 
medical care for children.” The sociol- 
ogist, with the rank of research assistant, 
holds a special sociology internship in 
pediatrics. The appointment, supported 
by the Russell Sage Foundation, is for 
one year but will be renewable if results 
are promising. Albert F. Wessen has 
been appointed the research assistant. 


HOSPITAL SICKNESS REPORTING SYSTEM 

An 18 month experimental project to 
develop a method for continuous report- 
ing of hospitalized diseases and injuries 
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has been undertaken jointly by the 
Russell Sage Foundation and the New 
York City Departments of Health and 
Hospitals. The reporting will be made 
over a six month period in municipal 
hospitals and a selected number of vol- 
untary hospitals to yield a sample of 
approximately 160,000 discharge reports. 

Co-directors of the study are Marta 
Fraenkel, M.D., director of the Medical 
Statistics and Records Service of the 
Hospital Department and co-author of 
the New York City hospital discharge 
study, and Carl L. Erhardt, director of 
the Health Department’s Bureau of 
Records and Statistics. 


AIR RESCUE SERVICE AID TO YELLOW 
FEVER CAMPAIGN 

The Air Rescue Service of the United 
States Air Force recently received public 
commendation from the Government of 
Costa Rica for aid in fighting a yellow 
fever epidemic which spread into Costa 
Rica from Panama in September, 1951. 
The Air Rescue Service, at the request 
of the Department of State, assigned a 
helicopter and six men in order to reach 
Costa Ricans in the difficult north cen- 
tral interior. 

The Air Rescue Service group made 
42 landings over an area covering more 
than 6,000 square miles during a period 
of 11 days. The helicopter transported 
Dr. Oscar Vargas, director of public 
health of Costa Rica, and Dr. Honorio 
Arias of the Ministry of Public Health, 
who were thus enabled to reach and to 
inoculate 1,000 Costa Ricans against 
yellow fever. The Air Rescue Service 
has 11 such rescue squadrons assigned 
to world-wide search and rescue duty 
under all conditions. 


SOCIETY OF PUBLIC HEALTH EDUCATORS 

The Society of Public Health Educa- 
tors was organized and held its first 
annual meeting in St. Louis in October, 
1950. Its beginnings have been put on 
permanent record for present-day inter- 
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est and for the future historian. A 30 
page pamphlet tells the story of how a 
new profession came of age, gives Dr. 
Martha Eliot’s address at the first an- 
nual dinner meeting, and includes the 
constitution and by-laws and a member- 
ship directory of its 59 members. Dr. 
Clair Turner, its first president, was suc- 
ceeded by Dr. Mayhew Derryberry in 
November, 1951. 

The pamphlet was published by the 
Health Publications Institute, from 
which it is available. 216 No. Dawson 
St., Raleigh, N. C. 50¢. 


NATIONAL SCIENCE FOUNDATION GRANTS. 

The National Science Foundation, 
which was established by Act of Con- 
gress in 1950, and which is authorized 
to support basic scientific research in the 
mathematical, physical, medical, biologi- 
cal, and engineering sciences by making 
grants for such research to educational, 
industrial, governmental or other insti- 
tutions or individuals, has published a 
guide to assist those interested in apply- 
ing for grants in research by the 
Foundation. 

During the current fiscal year the 
Foundation kas earmarked $1,500,000 
for support of basic scientific research. 
The stated policy of the Foundation is 
to award grants to institutions for re- 
search conducted by specified individ- 
uals. 
Persons interested in making applica- 
tion should communicate with the 
National Science Foundation, 2144 
California Street, N.W., Washington 25, 
D.C. 


HOME CARE SERVICE PROGRAM THRIFTY 

Three-quarters of a million dollars 
saved in nine months is reported in an 
analysis of the Home Care Service pro- 
gram in two New York municipal hos- 
pitals in which nurses of the health 
department supervise the nursing aspects 
of the program. As opposed to more 
than $800,000 that hospital care would 
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have cost in these two hospitals at $8.45 
and $12.75 per diem, respectively, more 
than 11,000 home visits were made by 
nurses of the health department on a 
budget of less than $47,000. Nor was 
this the only saving reported. In addi- 
tion, 220 hospital beds were freed for 
the care of the acutely ill. 

But the report stresses the saving in 
human feelings. By and large to the 
patients, older persons suffering from 
heart diseases, cancer, and other long- 
time chronic illnesses, “hospitalization 
would mean unfamiliar food, separation 
from families, loneliness, and worry, 
which could aggravate and intensify 
their condition.” The analysis includes 
a number of case histories to emphasize 
the human element. 

The Home Care program was inaugu- 
rated by the health and hospital depart- 
ments late in 1948 and is now in effect 
in 16 of the city’s municipal hospitals. 
In 14 the nursing program is under the 
direction of voluntary visiting nurse 
services on a contract basis. 

The analysis of the service in the two 
hospital programs with health depart- 
ment nursing supervision appeared in a 
news release of December 2, 1951. City 
of New York, Department of Health, 
125 Worth St., New York 13. 


“ALERT AMERICA” FOR CIVIL DEFENSE 

The Valley Forge Foundation, Inc., 
with offices in New York City, has un- 
dertaken an assignment in behalf of 
Civil Defense which is called the “Alert 
America” program, presented in codp- 
eration with the Federal Civil Defense 
Administration. The “Alert America” 
Convoys will consist of three motorized 
units which will visit the major cities of 
the nation to dramatize Civil Defense. 
Each Convoy, during its stay, will par- 
ticipate in a local “Alert America’”’ Week 
during which an intensive program of 
special events will emphasize Civil 
Defense. 

The American Public Health Associa- 
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tion is one of several national organiza- 
tions codperating in the “Alert America” 
exhibit. The purpose of the presentation 
is to drive home the reality and nature 
of the threat that faces the United 
States. It will also attempt to spell out 
specifically what the individual citizen 
can do to meet this threat, and how 
Civil Defense Services are organized at 
the state and local level to protect local 
communities. 

The Convoys consist of three units of 
32-foot trailers, each carrying the ele- 
ments of a portable exhibit which, when 
assembled, will be 55 x 120 feet, some- 
what larger than the average basketball 
court. These Convoys will visit principal 
urban areas and ultimately may cover 
all 48 states. More than 60 cities will 
be covered in the next six to nine months, 
according to the plan. 

In each city the exhibit will be set up 
in an armory, an exhibit hall or gym- 
nasium, remaining there from three to 
five days. Emphasis will be on what to 
do in the case of attack, Civil Defense 
recruiting, first aid training, blood do- 
nations, and other objectives. The formal 
opening was planned for January in 
Washington, after which one Convoy 
would start for the Middle West and 
the other through the South and up the 
Pacific Coast. 


STANFORD’S PEDIATRIC CONSULTANT 

The Department of Pediatrics of 
Stanford University Medical School has 
been reorganized to strengthen its teach- 
ing program in the health supervision 
of the well child. Well child clinics will 
be used for teaching health supervision 
of infants, including premature infants; 
group work with mothers; the physi- 
cian’s role in fostering favorable emo- 
tional growth and development; and 
problems of school age and adolescent 
children. A pediatric consultant has 
been employed whose responsibilities 
include both teaching services and staff 
consultation on pediatric problems to 
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rural practising physicians, medical 
groups, hospital staffs, and health de- 
partments in the northern part of the 
state. The pediatric consultant partici- 
pates in the training program for under- 
graduate, graduate, and postgraduate 
medical students in the principles of in- 
fant and well child care. The program 
has financial assistance from the Cali- 
fornia State Department of Health. 


PERSONALS 

Warren D. Atprince, D.DS., has recently 
been added to the staff of the Tulsa City- 
County Health Department, Okla. 

Axsert E. Bamey, Px.D.,* has been appointed 
director of the newly organized Office of 
Statistics and Records of the Pennsylvania 
Department of Health, Harrisburg. Prior 
to joining the State Health Department, 
Dr. Bailey was associated with the National 
Office of Vital Statistics, U.'S.P.H.S. 

Amy A. Barp, Px.D., former director of 
handicapped children’s programs in Mis- 
souri, has been appointed co-director of the 
Cerebral Palsy Center at Billings, sponsored 
by the State Board of Health, Eastern Mon- 
tana College, and the Montana chapter, 
National Society for Crippled Children and 
Adults. 

Cuester I. BARNARD, soon to retire as president 
of the Rockefeller Foundation and General 
Education Board, has been elected chairman 
of the National Science Board of the Na- 
tional Science Foundation, Washington, 
D. C., to succeed James B. Conant, presi- 
dent of Harvard University, who was the 
first chairman of the Board. 

Cor. Rusy F. Bryant has been sworn in as 
the ninth chief of the Army Nurse Corps, 
succeeding Col. Mary G. Putts, who re- 
tired recently after 22 years of service. 

Curtis F. Cute, M.D., who served in the 
Army Medical Corps from 1942 to 1949, 
during which time he was in charge of 
activating and deactivating numerous hos- 
pitals in North Africa, France, and Ger- 
many, has been appointed assistant director 
of medical services for the National Founda- 
tion for Infantile Paralysis. 

Gustave J. Damm, M.D.,.* professor of 
pathology and head of the Department of 
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Pathology, School of Medicine, Washington 
University, St. Louis, Mo., and director of 
Central Laboratories, Barnes Hospital, was 
recently appointed consultant for labora- 
tories services to the Health and Special 
Weapons Defense Division, Federal Civil 
Defense Administration, Washington, D. C. 

BernapinE DopriLt, former public health nurse 
Kanawha-Charleston (W. Va.) Health De- 
partment, is now in a similar position with 
the North Carolina Health Department. 

Water Dunn,} on loan from the U. S. Public 
Health Service, is training specialist in the 
Field Training Center of the Oklahoma 
State Health Department, Norman. 

Jack R. Ewart, M.D., dean of the Post- 
graduate School of Medicine, Houston, Tex., 
has resigned to become commissioner of 
mental health for Massachusetts. 

Arce B. Frazer, during the past 2 years 
health educater, Colorado State Department 
of Public Health, has been appointed a 
trainee, New York State Committee on 
Tuberculosis and Public Health, New York 
City. 

Metvin Goopman, M.D., has been assigned 
by the Communicable Disease Center of the 
U. S. Public Health Service to work in the 
Bureau of Epidemiology and Communicable 
Disease Control, New York State Depart- 
ment of Health, during the current year. 

Nett Gururert has been appointed public 
health educator, Tulsa City-County Health 
Department, Okla. 

E. J. Herruvcer,* engineer with the U. S. 
Public Health Service, has been assigned as 
sanitary engineer director of the National 
Housing Board of the Government, Union 
of Burma, Rangoon, with a program in- 
cluding architectural hygiene, environmental 
sanitation, health education, and housing 
hygiene research. 

Davip M. Heyman,+ New York City, has been 
appointed a member of the National Ad- 
visory Health Council to the National In- 
stitutes of Health, Bethesda, Md. 

Ira V. Hiscock, Sc.D.,* Yale University, New 
Haven, Conn., has been elected to Associate 
Fellowship in the American Academy of 
Pediatrics in recognition of his contribu- 
tions to pediatrics and child health. 

Epwarp L. Hotmes,* formerly director, De- 
partment of Bakery Sanitation, American 
Institute of Baking, Chicago, Ill, has been 
appointed executive director, American Sani- 
tation Institute, St. Louis, Mo. 

Stewart S. Howe has been appointed director 
of development and public relations, Na- 
tional Sanitation Foundation, Ann Arbor, 
Mich. 

CatHertne Hype is back as executive secretary 
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of the Genesee County (N. Y.) Committee 
on Tuberculosis and Public Health after a 
year’s leave of absence for advanced study. 

Kart M. Mason * has been appointed director 
of the newly organized Office of Professional 
Training of the Pennsylvania Department 
of Health. Prior to his assignment Mr. 
Mason was director, Pittsburg Field Train- 
ing Center, US.P.HS. 

Cuerte McDoveatt, recently assistant dean 
at Salem Academy, North Carolina, is now 
health educator, Cancer Control Section, 
Division of Preventive Medical Services, 
Kentucky State Department of Health. 

Sam O. McE.powney, employed by Kentucky 
State’s Division of Forestry, has been 
named sanitarian for the newly organized 
Lewis County (Ky.) Health Department. 

Cuartes F. McKuann, M.D.,* consultant in 
pediatrics to the Surgeon General of the 
U. S. Army and president of the American 
Board of Pediatrics, has been appointed to 
the newly created position of acting med- 
ical director, United Cerebral Palsy Asso- 
ciation. 

James H. Means, M.D.,+ Cambridge, Mass., 
has been appointed a member of the Na- 
tional Advisory Health Council to the 
National Institutes of Health, Bethesda, Md. 

Freverick D. Morr, M.D., CM.,* medical 
administrator of the Memorial Hospital 
Associations of Virginia, West Virginia, and 
Kentucky, and senior medical consultant to 
the United Mine Workers of America Wel- 
fare and Retirement Fund, was recently 
appointed a member of the WHO Expert 
Advisory Panel on Social and Occupational 
Health. 

F. Lioyp Mussetis, M.D., has been granted 
a 2 year leave of absence as assistant di- 
rector of Strong Memorial Hospital, 
Rochester, N. Y., to serve as deputy execu- 
tive director, Committee on Medical 
Sciences, Research and Development Board, 
Department of Defense, Washington, D. C. 

Bast. O’Connor,t president of the National 
Foundation for Infantile Paralysis, was given 
a dinner in honor of his 60th birthday and 
the anniversary of his 25 years in the fight 
against polio, January 7, at the Waldorf- 
Astoria in New York City. 

Gerorce E. Ostermann, chief clerk since 1944, 
has been made deputy commissioner of 
health in charge of administrative services, 
New York City Department of Health, 
succeeding Matrnew A. Byrwe, deceased. 

Marcuerite J. Queweav,* associate public 
health nutritionist in the New York State 
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Health Department’s Bureau of Nutrition, 
is on leave of absence to become student 
adviser in the Department of Maternal and 
Child Health, Harvard School of Public 
Health. Porreicer SCROONMAKER, 
senior public health nutritionist, succeeds 
Miss Queneau. 

Annette Riorpan,t former executive director 
of the Ontario County (N. Y.) Tuberculosis 
and Health Association, is now personnel 
consultant in charge of recruitment for the 
National Tuberculosis Association Personnel 
Service in New York City. 

Cesar Ropriguez Exposrto has been appointed 
historian of public health in the Ministry of 
Health and Social Assistance, Republic of 
Cuba, Havana. Dr. Rodriquez Exposito 
welcomes interchange of historical informa- 
tion with persons in public health. 

Davmw Ross, M.D., formerly head of the 
Seton Institute of Baltimore, has been 
named medical director of the National Hos- 
pital for Speech Disorders in New York City, 
succeeding the late James S. Greene, M.D., 
who founded the hospital in 1916. 

WiutuiaM H. Rosr,* director of the Bureau of 
Public Health Education, West Virginia 
State Department of Health, has resigned 
to join the field staff of the Institute of 
Inter-American Affairs. He will be a mem- 
ber of the field party stationed in Panama 
City and health education consultant to 
Panama’s Ministry of Health, as part of 
the Point IV Program. 

Lorarve Scumipt, M.D., formerly of the staff 
of the Muskogee County Health Depart- 
ment, is assistant health officer of Cleveland 
County, Oklahoma. 

Date Scnorz, M.D.,* former medical director 
of the Lawrence-Wabash County Health 
Department in Southern IIlinois, is now 
regional medical director of the New York 
area of Armour Laboratories. 

Leowarp M. Scuuman, M.D.,* deputy di- 
rector of the Division of Preventive Medi- 
cine, Illinois Department of Public Health, 
on leave of absence, is on a medical mission 
to study injuries attributable to cold weather 
in the Korean battle area. 

Cuartes E. Smirn, M.D.,* dean of the Uni- 
versity of California School of Public 
Health, Berkeley, has been appointed a mem- 
ber of the National Advisory Health 
Council to the National Institutes of 
Health, Bethesda, Md. 

W. Sremman, M.D., is on loan to the State of 
Oklahoma from the Public Health Service 
to serve as assistant health officer of Com- 
anche County. 

Dororny Tayior,? medical social consultant, 
Division of Maternal and Child Health, 
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West Virginia State Department of Health, Wittiam Luioyp Aycock, M.D.,* associate 


has resigned te become medical social 
worker, Kanawha-Charleston Health De- 
partment. 


R. A. Vonpertenr, M.D.,* medical director in 
charge, Communicable Disease Center, Pub- 
lic Health Service, Atlanta, Ga., has trans- 
ferred to the position of regional medical 
director of FSA Region 6, Atlanta. 

Muprep E. Wurre, D.H.,+ formerly with the 
U. S. Public Health Service as director of 
the Louisiana Dental Demonstration Unit, 
has resigned to become instructor in dental 
hygiene and to help establish a school of 
dental hygiene at the University of Alabama, 
Birmingham. 

Georce Witson, assistant industrial hygienist, 
Bureau of Industrial Hygiene, West Vir- 
ginia State Department of Health, has re- 
signed to be in charge of sales for Chemical 
Formulators, Charleston. 

Marton L. Woop, who served an apprentice- 
ship of 1 year in the Office of Public Health 
Education and in various county health de- 
partments in the state, has been appointed 
public health educator, Westchester County 
(N. Y.) Health Department. 

The following nurses have been added to local 
health departments in Oklahoma: Mary P. 
Broox, Choctaw County; Atcene CaLHoun, 
Garvin County; Lorene Cxancey, Pontotoc 
County; Creo H. Eates, Tillman County; 
Davie Tulsa City-County Health 
Dept.; Recmva Groszexk, Kiowa County; 
Cerra P. Ottawa County; 
Parricta Octessy, Payne County; 
C. Rust, Marshall County; Opessa Ramsey, 
Sequoyah County; Atice Tanaka, Cleveland 
County; Curistine Taytor, Comanche 
County; Berry Jo Tarver, Carter County; 
Mitprep Tromas, Kay County; Rena Wr- 
tiaMs, Kay County. In addition, Frorive 
Rocers and Martna NIGHTINGALE, on edu- 
cational leave, have returned to Latimer and 
Peabody Counties, respectively. 

The following sanitarians have been added to 
local health departments in Oklahoma: 
Bitty Hamitton, Muskogee County; James 
R. Mirner, Creek County; J. W. Sracevy, 
Hughes County; Harotp L. Savace, Kay 
County; Don A. Stronc, Comanche County. 


DEATHS 
Cartes C. P. Anninc, D.P.H.,* chief medical 
adviser, Department of Social Service, 


Transvaal Chamber of Mines, Johannesburg, 
South Africa, on October 12, 1951 (Unaffili- 
ated). 
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professor of preventive medicine, Harvard 
University (Epidemiology Section). 

E. H. Bramuatt,* of Albany, Calif., suddenly, 
on November 30, 1951 (Laboratory Section) . 

R. Davis,? technician, Davis X-ray and Clin- 
ical Laboratories, Nevada, Mo. (Laboratory 
Section). . 

Lourpes B. Gorpon, M.D.,* of Chicago, 
on October 17, 1951 (Health Officers Sec- 
tion). 

Joun S. Hayvock,t osteopathic physician and 
surgeon, Philadelphia, Pa., on August 31, 
1951 (Engineering Section). 

Avcusta Jay,? Editorial Associate of the 
Journal for more than 30 years, on January 
2 after a six months’ illness (Unaffiliated). 

Francois F. Rovcon, M.D.,¢ of New Roads, 
La. (Health Officers Section) . 

Crara E. Rumm™ente,? supervisor, Nursing 
Division, Quincy MHealth Department, 
Quincy, Ill., on November 11, 1951 (Public 
Health Nursing Section). 

K. SuBRAHMANYAN, professor of sanitary engi- 
neering in Calcutta’s All-India Institute of 
Hygiene and Public Health, in an airplane 
crash on October 20, 1951. 

May Upton, R.N., 62, who had been a public 
health nurse for 24 years, since 1930 as 
public health nurse in McCreary County 
(Ky.), im an accident November 2, 1951, 
as she drove her jeep through mountain 
roads to serve her people. 


CONFERENCES AND DATES 
American Public Health Association. 
Headquarters, Put ‘ic Auditorium, Cleve- 
land, Ohio. Oct. 


Coming in February, March, April, and May: 

Academy of Political Science. Hotel Astor, 
New York, N. Y. Apr. 24. 

American Academy of General Practice. 
Atlantic City, N. J. Mar. 24-27. 

American Academy of Political and Social 
Science. Benjamin Franklin Hotel, Phila- 
delphia, Pa. Apr. 18-19. 

American Associatioz. of Medical Social 
Workers. Annual Business Meeting. 
Chicago, Ill. May 27. 

American Congress on Obstetrics and Gyne- 
cology. Netherland Plaza Hotel, Cincin- 
nati, Ohio. Mar. 31—Apr. 4. 

American Heart Association. Hotel Statler, 
Cleveland, Ohio. Apr. 17-20. 

American Psychiatric Association. Conven- 
tion Hall, Atlantic City, N. J. May 12-16. 

American Social Hygiene Association. New 
York, N. Y. Feb. 6. 

American Society for Public Administration. 
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Hotel Statler, Washington, D. C. Mar. 

7-9. 

American Water Works Association: 

Annual Conference. Kansas City, Mo. 
May 4-9. 

Arizona Section. Maricopa Inn, Phoenix. 
Apr. 3-5. 

Illinois Section. La Salle Hotel, Chicago. 
Mar. 26-28. 

Indiana Section. Lincoln Hotel, Indianap- 
olis. Feb. 13-15. 

Montana Section. Northern Hotel, Bil- 
lings. Apr. 11-12. 

New Jersey Section. Essex House, New- 
ark. Feb. 13. 

Southeastern Section. Bon Air Hotel, 
Augusta, Ga. Mar. 24-26. 

Annual Congress on Medical Education and 
Licensure, A.M.A. Chicago, Ill. Feb. 
11-12. 

Child Stuv¢y Association of America. Hotel 
Statler, New York, N. Y. Mar. 3. 

Georgia Public Health Association. Hotel 
DeSoto, Savannah. May 5-7. 

Illinois Public Health Association. Leland 
Hotel, Springfield. Apr. 3-4. 

lowa Public Health Association. Fort Des 
Moines Hotel, Des Moines. Apr. 24-25. 

Kansas Public Health Association. Town 
House, Kansas City. May 5-7. 

Latin American Congress of Physical Med- 
icine. Panama City, R. P. Feb. 24-29. 

Michigan Public Health Association. Statler 
Hotel, Detroit. May 14-16. 

Middle States Public Health Association with 
Wisconsin Public Health Association. 
Hotel Schroeder, Milwaukee, Wis. Apr. 
7-9. 

Missouri Public Health Association. Colonial 
Hotel, Springfield. May 1-3. 

National Conference on Rural Health, 
A.M.A, (Seventh). Denver, Colo. Feb. 
29-Mar. 1. 

National Conference of Social Work. 
Chicago, Iii. May 25-30. 

National Health Council. Reosevelt Hotel, 
New York, N.Y. Mar. 13-14. 

National Society for the Prevention of 
Blindness. Hotel New Yorker, New York, 
N. Y. Mar. 28-30. 

National Tuberculosis Association. Copley- 
Plaza Hotel, Boston, Mass. May 25-29. 

Ohio Public Health Association. Deshler- 
Wallick Hotel, Columbus. May 26-28. 

Planned Parenthood Federation of America. 
Hotel Roosevelt, New York, N. Y. May 
2-4. 

Purdue Industrial Waste Conference (Sev- 
enth). Purdue University, Lafayette, Ind. 
May 7-9. 

State Charities Aid Association State Com- 

mittee on Tuberculosis and Public Health. 


Hotel Statler, New York, N. Y. Apr. 21- 
23. 

Southezn Branch, A-P.H.A. Lord Baltimore 
Hotel, Baltimore, Md. Apr. 17-19. 

Tennessee Public Health Association. An- 
drew Jackson Hotel, Nashville. Mar. 25- 
27. 

Texas Public Health Association. Galveston. 
Feb. 17-20. 

United States-Mexico Border Public Health 
Association. Monterrey, Nuevo Leon, 
Mexico. Mar. 17-20. 

West Virginia Public Health Association. 
Daniel Boone Hotel, Charleston. May 
8-10. 

Wisconsin Public Health Associaticn with 
Middle States Public Health Association. 
Hotel Schroeder, Milwaukee, Wis. Apr. 
7-9. 


MILL CREEK 
Insecticides 


. REAGENTS 


for the 
+ Wassermann Test 
SHEEP CELLS! 


=~ NOT POOLED 
Via Airmail Special Delivery 


BS $6.50....... $3.50 
4.00 
60 ce....... 6.00 


Prices Quoted on Larger Amounts upon Reques 
Modified Rhamy’s Complement! 
23¢ per ce. 
High Titre Anti-Sheep Hemolysin! 
$1.10 per ec. 


Address our Post Office Box No. 421 
for prompt service 7 days a week. 


Prices: F.O.B. Destination. 
THE BROWN LABORATORY 


507 BELLEVUE 
TOPEKA, KANSAS 
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ness to its Sustaining Members whose annual dues help support the 
Association's general program 


American Public Health Association, Inc. 


Alpha Kappa Alpha Sorority, Chicago, Ill. 
ot Carbonated Beverages, Washington, D. C. 
American Can Company, New York, N. Y. 
Ames Company, Inc., Elkhart, Ind. 
Association for the Aid of ae gy Children, New York, N. Y. 
George Baehr, M.D., New York, N. Y. 
Borden Company, New York, N. Y. 
Chlorine Institute, Inc., New York, N. Y. 
Congress of Industrial Organizations, Washingten, D. C. 
Difco Laboratories, Inc., Detroit, Mich. 
Diversey Corporation, Chicago, Ill. 
Equitable Life Assurance —— of the United States, New York, N. Y. 
Flatbush Medical Group, Brooklyn, N. Y. 
John Hancock Mutual Life Insurance Company, Boston, Mass. 
Hellige, Inc., Long Island City, N. Y. 
Hoffmann-La Roche, Inc., Nutley, N. J. 
Holland-Rantos Company, Inc., New York, N. Y. 
International Association of Ice Cream Manufacturers, Washington, D. C. 
International Association of Machinists, Washington, D. C. 
International Equipment Company, Boston, Mass. 
George G. Kirstein, New York, N. Y. 
Lederle Laboratories Division, American Cyanamid Co., New York, N. Y. 
Liberty Mutual Insurance Companies, Boston, Mass. 
Life Insurance Co. of Virginia, Richmond, Va. 
Lily-Tulip Cup Corporation, New York, N. Y. 
e W. Merck, Rahway, N. J. 
M & R Dietetic Laboratories, Inc., Columbus, Ohio 
Metropolitan Life Insurance Company, New York, N. Y. 
Modern Sanitation—Powell Magazines, Inc., New York, N. Y. 
National Dairy Products Corporation, New York, N. Y. 
National Farmers Union, Denver, Colo. 
New York Hotel Trades Council and Hotel Association Health Center, 
Inc., New York, N. Y. 
Orkin Institute of Industrial Sanitation, Atlanta, Ga. 
Oval Wood Dish Corp., Tupper Lake, N. Y. 
Owens-Illinois Glass pany, Toledo, Ohio 
Prudential Insurance Company of America, Newark, N. J. 
Sealright Company, Inc., Fulton, N. Y. 
Sharp and Dohme, Inc., Glenolden, Pa. 
E. R. Squibb and Sons, New York, N. Y. 
Steiner Sales Company, Chicago, Ill. 
Sun Life Insurance Company, Baltimore, Md. 
Textile Workers Union of America, New York, N. Y. 
Travelers Insurance Company, Hartford, Conn. 
UAW-CIO (United Automobile, Aircraft and Agricultural Implement 
Workers of America), Detroit, Mich. 

Union Central Life Insurance Company, Cincinnati, Ohio 
Union Health Center, New York, N. ¥. 
United Steelworkers of America, Pittsburgh, Pa. 
a Company, Kalamazoo, Mich. 

inthrop-Stearns, Inc., New York, N. Y. 
Wyeth, Inc., Philadelphia, Pa. 
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Directory of Health Service 


BARKER & WHEELER 
Engineers 


Water , Sanit Invest 
Reports, Design, Supervision of Construction. 


Reports, Design, Supervision of Construction, Investi- 
gations, Valuation and Rates. 


4706 Broadway, Kansas City 2, Mo. 


ROUTINE CLINICAL ANALYSES 


1415 W. Erie Avenue Philadelphia 40, Pa. 


PROFESSIONAL EXAMINATION SERVICE 
A Personnel Administration Service In the 
Field of Public Health 


Available to State and Local Health Departments 


Examinetions 


American Public Health Association, Inc. 
1790 Broadway, New York 19, N. Y. 


TO THE 


HEALTH 


« OF THOSE WHOM YOU 
STRIVE TO PROTECT 


LUAVE CUPS 


Publications of the A.P.H.A. 


American Journal of Public Health and th: Na- 
tion’s Health. Single 


$1.00 
A. P. H. A. Year Book 1950-1951............ $1.50 
An Appraisal Method for Measuring the ity 
of Housing: A Yardstick for Health $s, 
Housing Officials and Planners: 
Part I. Nature and Uses of the Method. 1945. 
None $1.00 
Part . Appraisal of Dwelling Conditions. 
Director's Manual; Field Procedures; Office 
Part III. Appraisal of Neighborhood Environ- 
ment. (1950) 132 P pee $3.00 
Basic Principles of Heaithful Housing. 2nd ed. 
reprinted 1950. Report of the Committee on 
the Hygiene of Housing. 34 pp............. 50 
Control of Communicable Diseases in Man, 7th 
Diagnostic Procedures and Reagents. Technics 
for the Laboratory Diagnosis and Control of 
= Communicable Diseases. 3rd ed., 1950. 96.00 


89 pp. 
Procedures and Rickettsial 
Diseases. 1948. 347 $4.00 
Evaluation Schedule. ky use in the study and 
appraisal of community health programs. 1947 40 
General Medicai Care Programs in Local Health 
Departments. Milton Terris and Nathan Kra- 


Glossary Water and age Control Engineer- 
ing. 1949. 274 pp. Paper cover.......... $1.00 


Health Practice Indices 1947-1948. A collection 
of charts showing the range of accomplish- 
ments in various fields of community health 
Methods for Determining Lead » Air and in 
Biological Materials. 1944. 50 
Occupational Lead Exposure and Leal Poisoning. 


Panum on Measles. By a ~ Panum (Transla- 

tion from the Danish). ita Omega ed., 1940. 


35 Year Index of the American Journal of 
Public Health. Years 1911 to 1945. ono pp. 


Proceedings of the ‘~~ Conference on 
Local Health Units, 947 
Proposed Sanitary Code. 
Public Health Career Pamphlets: 
Public Health—A Career with A Future. Re- 
vised edition 1949... 15 
Industrial Hygiene 1949 
he Engineer and Sanitarian 1949) 
Statistician 1950 
Papers of Haven 1949. 
Suntan Methods for the Examination of Dairy 
Products. 9th ed., 1948. 373 pp........... $4.00 
Laboratory Outline of Chapter II, 15 pp... 35 
Microbiological Methods for Milk and 
Photographic Sediment Chart, 1948 ed....... $1.50 
Standards for Healthful Housing; A.P.H.A. 
Committee on the Hygiene of Housing: 
re I. Planning the Neighborhood. 1948. 


Part Planning the Home for Occupancy, 
Part III. Construction and Equipment of the 
The set. handsomely boxed................ $7.50 
Standard Methods for the Examination of Water 
and Sewage. 9th ed. 1946. 286 pp......... $4.00 


Swimming Pools and Other Public Bathing 
Piaces. Recommended Practice for Design 
Equipment and Operation of, 1949. 56 pp... 50 

The “Shattuck Report’’. Report of the Sanitary 
Commission of Massachusetts: 1850. 321 pp... $4.50 

What's the Score? Committee on Administrative 
Practice, A.P.H.A. 1950. 52 pp........... 


Order from the Book Service — Advance Payment is Requested 
AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 


1790 Broadway at 58th Street 


New York 19, N. Y. 


When writing to Advertisers, say you saw it in the Journwat 
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for 


use 
CERTIFIED 


146-16 Hillside Avenue 


Heterophile Antibody Tests 


Detection of Infectious Mononucleosis 


Preserved Sheep Cells 
Guinea Pig Kidney Antigen 
Beef Red Cell Antigen 


CERTIFIED BLOOD DONOR SERVICE 


Jamaica 2, New York 


Reprints from the American Journal of Public Health 


Bibliography of Public Health Motion Pictures ant 


Film Strips. [April, 1950.] 4 pp. 


Chemicals Introduced in the Production of ene 
(May Year Book 1950.] 8 pp. 15e. 


Desirable Minimum Functions and Organization Prin- 
ciples for Health Activities. An official Declaration 
the American Public Health Association. 

Health Education and Public Relations—Symposium 

(March, 1950.] 12 pp. 25Sc. 


How to Find What Health Education Materials You're 
Looking For. [August. 1944.] Revised 1948. 4 pp. 10c. 


Improvement of Local Housing Regulation Under So 
law. 
(Nov., 1942.) 16 pp. 25e. 


Lemuel Shattuck—Still a Prophet. [February, 1949.) 
27 pp. 25c. 

The Local Health Department—Services and Responsi- 
bilities. An official statement of the American a 
Health Association. [1950.] 8 pp. 


Medical Care in a National Health P-ogram. ~ 
Official Statement of the American PiSlic Health 
Association Adopted October 4, 194+. [December, 
1944.) 6 pp. 5c. 


Microbiological Methods for Frozen Dessert Ingredients. 
[1948.] 28 pp. 40c each. 
Opportunities of the Industrial Hygiene ene” C.-E. 
inslow. [November, 1950.] 8 pp. Free. 
Present Status of the | Air-borne Infections. 
(January, 1947.) Ri the Subcommittee for the 
valuation of Methods Se Control of Air-Borne In- 
fections. 10 pp. 25c. 
Principles for Consideration in Judging the Probable 
ffectiveness of Federal Legislation Designed to 
Improve the Health of Children of School Age. 
{April, 1948.) 4 pp. 10c each. 
Quality of Medical Care in a National Health Program. 
A eS the Subcommittee on Medical Care. 
Dean Chairman. [July, 1949.] 28 
10c each, 100 copies $7.50 
Recent Observations of the British National Health 
Service. [May, 1949.] 6 pp. 15Se. 
Recommended Practices for the Control of iene. 
(September, 1949.) 4 pp. 


Sources of lementary Materials for Health 
struction. ovember, 1949.] 12 pp. 


Ventilation Atmospheric Pollution. E. R. 
burst, Chairman. [July, 1943.] 7 pp. Uncovered 15e. 


Order from the Book Service — Advance Payment is Requested 
AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 


1790 Broadway at 58th Street 


New York 19, N. Y. 


When writing to Advertisers, say you saw it in the Journat 


all 
XXVIII 
| | 
+ 
| 
| 
| 
| 
A 
| 
| 
\ 
| 
| 
| 
| 
| 
he 
| 
4 q 
| 
| 
. 
= 


RELIABLE ADVERTISEMENTS 


(city or town) 


EDUCATION (give schools, dates and degrees; if no degrees received, say “none”) 


PROFESSIONAL SOCIETIES 
OF WHICH A MEMBER 


AMERICAN PUBLIC HEALTH ASSOCIATION, Ine. 
1790 Broadway at 58th Street New York 19, N. Y. 
Please complete application on reverse side 


When writing to Advertisers, say you saw it in the Journnat 


Whoever You Are |Whatever You Do 
APPLICATION FOR MEMBERSHIP : 
(please print) 
EXPERIENCE (show recent positions, giving titles, names of organizations and years of tenure) a 
(title of position) 
! 


AMERICAN JOURNAL OF PUBLIC HEALTH 


REPORTS OF THE COMMITTEE ON PROFESSIONAL 
EDUCATION 


(Officially Approved by the Governing Council of the A.P.H.A.) 


Revo and Experience Qualifications of Administrative Personnel (Non-Medical) in Public 
Health Agencies 

Educational and Experience Qualifications of Public Health Laboratory Workers 
Educational Qualifications of Executives of Voluntary Health Associations 

Educational Qualifications of Community Health Educators 

Educational Qualifications of Health Officers 

Educational Qualifications of Industrial Hygienists 

Educational Qualifications of Medical Administrators of Specialized Health Activities 
Educational Qualifications of Medical Social Workers in Public Health Programs 
Educational Qualifications of Nutritionists in Health Agencies 

Educational Qualifications of Public Health Dentists (Proposed) 

Educational Qualifications of Public Health Engineers 

Educational Qualifications for Public Health Nursing Personnel 

Educational Qualifications of Public Health Statisticians 

Educational Qualifications of Pubiic Health Veterinarians 

Educational Qualifications of Sanitarians 

Educational Qualifications of School icians 

Report on Field Training of Public Health Personnel 


Single copies are available without charge 
Address requests to the 
Book Service 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 
1790 Broadway at 58th Street New York 19, N. Y. 


(Continued from previous page) 
SECTION IN WHICH MEMBERSHIP IS DESIRED (choose only one) 


(0 Health Officers ( Engineering (0 Maternal and Child Health [ Epidemiology 
(C0 Laboratory (0 Industrial Hygiene [) Public Health Education 0 School 
0 Statistics (C0 Food and Nutrition [) Public Health Nursing 


Sponsors must be two members and/or Fellows of the American Public Health 
Association. It is essential that your application be sponsored, but if you cannot 
obtain the signatures of two persons afhliated with the Association, write their 
names and addresses in the spaces above and we will get in touch with them for you. 


A remittance for $ is enclosed. 


a bill should be sent to tha address. 
Annual membership dues are $10.00 ins 50 ‘Cand; $11.00 foreign countries ex- 
clusive of Latin America) and include a subscription to the American Journal of 
Public Health as well as the other services maintained by the Association. The 
membership year is the same as the calendar year. Members joining during the 
first six months of the year will receive the Journal from January onward. 
Members joining after July Ist are requested to pay $15.00 (Canada $15.75, 
foreign $16.50) covering the latter half of the current year and the whole of the 
ensuing year, the Journal beginning with July of the current year. 


SIGNATURE 


~ 
XXX 
— 
| 
— 
= 
we 
i, 
Unaffiliated 
Signature..... 
1 
DUES 
: 
ay: it in the Jounnwar oF 
say you saw 4 
When writing to Advertisers, 


RELIABLE ADVERTISEMENTS 


either way! 


@ Seal-Hood and Seal-Kap closures 
provide far more than old-fashioned 
dairy-to-doorstep protection. Each 
keeps milk free from contamination 
and odors long after delivery—in 
— down to last drop in the 


le. 

With Seal-Hood, the capper never 
touches the top of the bottle. No 
wires, forks or tools needed to open. 
And Seal-Hoods snap snugly back 
on as often as required. 

Seal-Kap, the original “twist-off 
... snap-on” closure, combines seal 
and cap in one simple unit. Even 
when the bottle is tilted, Seal-Kap 
prevents leakage. 

Thousands of prominent dairies 
are using Seal-Hood and Seal-Kap 
closures to completely safeguard 
their milk and milk products, These 
dairymen, too, welcome the one-op- 
eration economy each closure 
provides. 


AMERICAN SEAL-KAP CORP. 


11-05 44th DRIVE, LONG ISLAND CITY 1, N.Y. 
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OINTMENT 
SALUNDEK 


Brand of ZINCUNDESAL 
is a valuable topical agent 


Ointment Salundek combines two 
highly effective antimycotics, 
undecylenic acid and salicylanilide 
(the former being growth 
inhibiting even at 0.003% and 
the latter at 0.0004%). This 
combination has shown a 
therapeutic effectiveness superior 
to what could have been expected 
from the activity of these 
ingredients when used alone. 
Through the use of a specially 
devised ointment base, penetration 
into the hair follicle is enhanced. 
The great advantage of 
SALUNDEK is that it is well 
tolerated in spite of the large 
amounts of active ingredients 
that it contains. 


Composition: 
Undecylenic Acid (in 

part as the zinc salt) 
Salicylanilide 5% 


Available at all 
Tubes of 1 oz. 


Trial quantities and 
literature sent on request, 
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WALLACE & TIERNAN 


PRODUCTS, INC. 
Belleville 9,0. U.S.A 


pharmacies 
Jar of 1 Ib. 
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Heparin—a preparation developed i 
thes Upjohn research laboratories — 

Simplifies heparinization 
Deep, sabcutancous injection of Depo- 

Heparin 150,000 to 10,000 

approximately 300 100 gives 
(protection: against intravascular clo 

‘ting for about 2# hours. 


Preserved with sodiur 
110,000 


Crrstatune Terramycin 
available 


Clinical responses in bronchopneumonia, 
Terramycin-treated, are characterized 

by the same promptness noted in primary 
atypical and lobar pneumonia. |n 

a series of 31 cases there was “a good , 
response in all cases, as manifested by 

the fall of temperature to normal in 24 to 
48 hours, and by the improved clinical 
appearance of the patient.” Follow-up x-rays 
made in 10 to 14 days “were completely 
negative or showed marked improvement.” 


Potsarfieid, T. C., and 
J. Philadelphia Ger eral Hosp. 226 (Jam. 1981. 


Capsules, Elixir, Oral Drops, Intravenous, 


‘hes 
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m ronchopneumonia: 
Ophthalmic Ointment, Ophthalmic Solution. 


DETECTION OF THE GONOCOCCUS 


The superiority of the cultural method over the usual microscopic technique 
for detection of gonococcal infections has repeatedly been demonstrated. 


BACTO-G C MEDIUM BASE 


entiched ‘aith Bette Hemoglobin: and Bacto-Supplement A 
is the most suitable medium available for cultural detection Neisseria 


ganorrhoeae from all types of infections. This new median 

only 24 hours incubation. Upon this medium gonococcus colonies may be 
nambers that they may be missed upon microscopic exemination. 


BACTO-PROTEOSE NO, 3 


years. 
BACTO-SUPPLEMENT A 
as enrichments for chocolate » ome prepared from Bacto-G 


Hemoglobin to furnish 


PROTEOSE PEPTONE NO. 3 


BACTO-HEMOGLOBIN 
seat from Bacto. C Medium Bao Ne Aga 
. toluble in water and is sterilized in the autoclave. 
BACTO-DEXTROSE STARCH AGAR 


Leaflet No. 12) “Diagnosis of Gonococcal Infections by the Cultural Method” 
available apon request. 


Specify “DIFCO” 
THE TRADE NAME OF THE PIONEERS 
In the Research and Development of Bacto-Peptone end Dehydrated Culture Media 


Dirco LABORATORIES 


DETROIT 1, MICHIGAN 


DIFCO 
be 
=? The cultural method is especially indicated in chronic and treated cases Bao 
des and for determining the release of patients. The use of the following Spey 
standardized materials has simplified the diagnosis of gonorrhoea by the 

ie 
Difeo 
7 is the basic ingredient of Bacto-G C Medium Base sud Bacto-Proteose No. 3 ce 
suspending exudate prior to inoculation on chocolate agar. 
is a very useful medium for propagation of pure cultures of the gonococcus. 
The organism grows Juxuriantly upon this medium without farther enrichment. 
Bacto-Dextrose Starch Agar also excellent grywth of many other 
pathogenic becteria and when used in half strength i is well suited for 
maintaining stock cultures. 
| 
BACTO-PHENOL RED MEDIA 
are particularly useful for determination of fermentative reactions of 

= media are available, as are also the basic media carbohydrate. ne 
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